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Treatment of Chronic Gonorrhea of the Prostate 
and Seminal Vesicles’ 


BY FREDERIC BIERHOFF, M.D., F.A.C.S. 
New York 


It is difficult to say just how great a per- 
centage of cases of gonorrhea develop in- 
volvement of the prostate and vesicles, for 
the figures given by various authors vary 
very widely, according to the reporting 
author and to the methods of treatment 
employed. According to my own experi- 
ences, it is safe to say that practically every 
case of gonorrhea, in which the posterior 
urethra becomes involved, will, on careful 
examination, show involvement of the pros- 
tate in the inflammatory process. Not al- 
ways, however, of an infectious character. 
The percentage of involvement of the 
vesicles I have found to be very much 
smaller, in these cases, than that of the 
’ prostate gland. 

Where the onset of posterior involvement 
is acute in character, one’s attention is 
naturally at once drawn to the adnexa; but 
where acute symptoms are wanting, they 
are all too frequently overlooked. It is 
advisable, therefore, to investigate the con- 
dition of prostate and vesicles, in every 
case in which—when treated with the gono- 
coccide drugs—the gonococci show a tend- 
ency to persist beyond three weeks, even if 
the last urine is macroscopically clear. In 
cases of chronic gonorrhea the prostate and 
vesicles should always be examined. 

My experiences have shown me that the 
fear of spreading infection to the prostate 
and vesicles through the manipulations of 





1Read at the meeting of the Genito-Urinary Section, 
N. Y. Academy of Medicine, March 21, 1923. 


examination is unfounded, so long as one 
cleans the anterior and posterior portions 
of the urethra thoroughly with gonococcide 
solutions before and after the examination, 
and where all of the manipulations are car- 
ried out gently. In all cases in which the 
urethra is acutely sensitive, or where the 
patient cannot relax the sphincter urethre 
sufficiently for the irrigating fluid to be 
easily injected into the bladder, it has been 
my custom, since many years now, to pro- 
ceed as follows: The patient empties his 
urine, as for the two-glass test. Then the 
anterior urethra is irrigated with 150 cc of 
the gonococcide solution. Then an attempt 
is made gently to inject a similar amount 
through, into his bladder. If he resists, 
then 8 cc of a mixture of equal parts of 
one-per-cent cocaine, or, preferably, one- 
per-cent novocaine, and 1-per-cent protar- 
gol, or 1/10 per cent albargin, is injected 
into the anterior urethra with the small 
hand syringe, and held there for about a 
minute. Then a further 8 cc of the same 
solution is injected upon the first, the sec- 
ond column gently forcing the first through 
into the posterior urethra and bladder-neck. 
The patient thereupon holds the entire 
solution in for another one to two minutes. 
After this the entire urethra is irrigated 
with the disinfecting solution. The patient 
then passes this fluid, and the examination 
is proceeded with. Following the completion 
of the examination, the entire urethra is 
again cleansed. In this manner I have been 
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able to make my examinations without dan- 
ger of injury to the patients, or of exten- 
sion of the process. 

In order to obtain specimens of the 
secretion of the prostate or vesicles, gentle 
massage, or stripping of these organs, is 
employed. I prefer to examine with the 
patient standing, and bent forward, with the 
arms resting upon the examining chair. As 
I wish to get the secretions undiluted with 
urine, or irrigating fluid, for examination, 
I always obtain my secretions after the pa- 
tient has emptied his bladder completely ; 
and if the first drops of secretion seem 
watery and mixed with the irrigation fluid, 
I wipe these away before taking my speci- 
men. Of course, the trained eye can 
distinguish whether the secretion appears 
macroscopically normal or not; but no 
diagnosis should be made excepting after 
careful microscopic examination of the 
stained specimen. In the subacute cases 
frequently we find very few pus cells and 
epithelia, with, at times, gonococci in vary- 
ing number, lying chiefly outside of the pus 
cells. As the inflammatory condition be- 
comes more pronounced the pus-cells in- 
crease in number, and the germs come to 
lie more intracellularly. In chronic cases 
we frequently find few or no free-lying 
gonococci, and few or none intracellularly, 
while we often find colonies of them lying 
upon the surface and around the margin 
of prostatic epithelial cells. When the 
germs are clustered in large numbers about 
the nuclei of the pus cells, it is to me the 
earmark of a deep-lying process. 

As the same procedure of massage is 
employed for both diagnostic and therapeu- 
tic purposes, it may be well to say a few 
words with regard thereto. I may well 
preface these remarks by the admonition 
that the measure must always be carried 
out with the greatest possible gentleness. 
Brusque kneading of the parts or heavy 
pressure may, by bruising the already 
congested tissues, injure them and invite 
further extension to the epididymes, or to 
the deeper-lying parts of the gland struc- 
ture. 

The massaging finger makes gentle pres- 


sure, by stroking, with the palmar surface 
of the tip of the index-finger from above 
downward, and from the periphery toward 
the median line of the gland, over each lobe 
in turn, in the general direction of the pros- 
tatic ducts. Similarly, in massaging the 
vesicles, the direction of the pressure is 
downward and toward the median line. 

To my mind the purpose of the procedure 
is, first, to express a part of the secretion, 
or contents of these organs, with the 
therein-contained infecting agent, and sec- 
ondly, gently to stimulate the circulation 
and the secretory function. Just as the 
leucocyte fights the onward march of infec- 
tion in other parts of the body, so it does 
here, also; and as a volume of infected 
secretion is expressed by the massaging fin- 
ger, its place is taken by other, less infected 
secretion, until, with the gradual improve- 
ment in the circulation and the successive 
ejection of the gradually less infected se- 
cretion, the normal functioning of the gland 
is reestablished, and the infection swept out 
of even the deepest tissues. It is interest- 
ing to note under the microscope the change 
in the secretions, with the progress of the 
disease: First a gradual invasion of the 
gonococci; then an increase in the number 
of pus-cells, which gradually take up the 
free-lying gonococci. Then a gradual less- 
ening in the number of the germs; then the 
disappearance of these, with a decrease in 
the pus-cells and an increase in the number 
of prostatic or vesicular epithelia. Coincident 
with the decrease of pus, a gradual reap- 
pearance of the normal prostatic elements, 
until the pus and epithelia have disappeared 
and the secretion is again normal. 

During the gonococcal stage I massage 
every second day. With the disappearance 
of the germs and the diminution of the 
pus, the intervals are gradually lengthened. 

There are three types or degrees of pros- 
tatitis gonorrheeica, viz.: the catarrhal, or 
endoglandular ; the follicular ; and the inter- 
stitial, or prostatic abscess. In the endo- 
glandular, which is of mild type, as a rule, 
the infection lies in the superficial or epi- 
thelial layers of the ducts and lobules. The 
expressed secretion may vary in consistency 
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from the apparently normal, with few or 
even isolated pus-cells and gonococci, to a 
creamy and frankly purulent character, 
with swarms of gonococci. In this type 
gentle massage, preceded and followed by 
the above-mentioned irrigations, usually 
suffices to cure the cases completely in from 
four to twelve weeks, if there be no coin- 
cident chronic involvement of the glands, 
or lacune of the anterior urethra. Of 
course, the patient must also inject himself 
with a gonococcide solution, every four 
hours, during the gonococcal stage. Bed- 
rest is usually not required, unless the 
onset is acutely severe, with great fre- 
quency and urgency of urination. 

By far the largest number of cases of 
gonorrheal prostatitis are of this type, and 
run a mild course. 

In the follicular type the gonococci in- 
vade the subepithelial layers. When this 
occurs the swelling along the prostatic ducts 
tends to occlude some of these, so that the 
contents of the lobules are pent up under 
pressure. The process goes on increasing 
until, through the bursting forth of the con- 
tents of the little pus-sac into an adjoining 
lobule, or into a larger duct, the contents 
are evacuated. Examination of the pros- 
tate in these cases sometimes reveals hard, 
elastic nodules in the gland, which are 
often exquisitely sensitive to the examining 
finger. In this type there is, at times, a 
feeling of heat and pain in the prostatic 
region. As several of my patients have 
expressed it, they felt as though they had a 
hot potato in the rectum. In other cases, 
however, the first symptom which reveals 
the presence of these pus-sacs is when, on 
massage of the gland, there is suddenly an 
appearance of thick, creamy pus at the 
meatus. Usually the same treatment as 
that employed in the catarrhal will suffice 
to cure the follicular type, and its duration 
is seldom over twelve weeks till complete 
cure. When there is pain, or heat, in the 
prostatic region, or when hardened nodules 
are felt in the prostate, heat, applied by 
means of the rectal psychrophore, is a most 
valuable aid. I employ it once or twice 
daily, for a period of ten to fifteen min- 
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utes at a sitting, and the degree of heat is 
raised gradually to the point of tolerance. 
Usually starting at 105° F., it is seldom 
possible to increase it beyond 125° F. This 
usually quickly softens the nodules and per- 
mits of expression of their contents. With 
the disappearance of the nodules and of the 
gonococci, I suspend the application of 
heat. 

If the symptoms assume a severe or 
acute character, or if febrile movement de- 
velops, rest in bed may become necessary. 
If the pain becomes severe, opium, or one 
of its derivatives, with belladonna, in the 
form of a suppository, usually gives relief. 

It is always well to suspend massage of 
the prostate or vesicles while febrile move- 
ment is at all marked. Urethral treat- 
ments may, however, be continued. 

In the third, or interstitial, type there is 
a still deeper invasion of the tissues, with 
distinct suppuration and tissue necrosis. In 
those cases which I have seen the infection 
was always of a mixed character. These 
cases vary in the severity of their onset and 
course. There may be nothing noticed at 
first, but gradually increasing pain and heat 
in the prostate or perineal region, with a 
decrease in the caliber of the stream of 
urine, the act of micturition becoming more 
frequent, difficult, and painful. The ex- 
amining finger will detect that a part of 
the gland has become more swollen, but 
evenly so, and that it is elastic and exquis- 
itely sensitive to the touch. There may be 
a mild, febrile movement, but not enough 
to drive the patient to bed, and within a 
few days, on examination or massage, or 
at times during the act of micturition, there 
will come a sudden gush of thick pus mixed 
with blood; the pain disappears, and urina- 
tion becomes easier when this occurs. The 
examining finger will detect, at some part 
of the gland, a point at which it sinks into 
a softer area, or depression, which area is 
surrounded by the infiltrated tissues of the 
rest of the involved lobe. The other ex- 
treme is a sudden onset, following expo- 
sure, or excesses, marked by a chill with 
following severe, febrile movement, which 
may even attain to a pyemic character; 
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intense, constant, heavy pain in the prostate, 
or perineal regions; frequent and painful 
desire to urinate, with increasing difficulty 
in voiding, or even total retention. The 
patient tends to lie with knees drawn up. 
The tongue is dry and coated, and the 
patient shows the other, usual signs of se- 
vere infection. 

Fortunately, in the large majority of 
these cases, the abscess tends to point 
toward the posterior urethra, and to empty 
itself through an opening at this point. But 
the process may involve the prostatic cap- 
sule and perforate this, involving the pelvic, 
cellular tissue, or, by gradual advance to- 
ward the rectum, perforate the wall and 
empty itself into this organ. 

Rest in bed is imperative in these cases, 
with the usual general care and treatment. 
If retention occurs, it is necessary to cathe- 
terize, after irrigation and local anesthetiza- 
tion of the urethra. It is always wise, 
after catheterization, to irrigate the bladder 
through the catheter with a weak solution 
of similar character. 

Suppositories of opium and belladonna 
are almost always necessary, to keep the 
patient comfortable. Ice-bags to the peri- 
neum are also of help and grateful to the 
patient. Gentle irrigations of the urethra 
with gonococcide drugs, in weak solution, 
are also beneficial where retention is not 
complete. Here, also, heat, applied through 
the rectum, is of great help. 

Attempts at very gentle massage may, 
and often do, help the abscess to rupture 
into the urethra. Thereafter very gentle 
massage and irrigations help to hasten re- 
covery. Where the infection is of pure 
gonococcic character, the increased body 
temperature tends to inhibit the develop- 
ment of the gonococcus, and even to kill it; 
therefore such cases usually do well. The 
temperature in pure gonococcal infection 
does not tend to run very high. In mixed 
infections, however, the high body tempera- 
ture has little or no beneficial effect. It is 
these which tend to pronounced suppura- 
tion and to involve and perforate the 
capsule. 

When symptoms of perforation of the 


capsule appear, the logical step is to incise 
and drain’ the prostatic abscess, by incision 
through the perineum by preference. While 
I have seen and have assisted at such opera- 
tions, and have also seen cases of perfora- 
tion into the rectum, I can say that in my 
own practice I have not yet had to incise 
any case, nor have I in my own cases had 
perforation into the rectum occur. I have 
seen a very few which emptied by the latter 
route, and these, on bed-rest, general care, 
and rectal irrigations with weak solutions 
of gonococcide drugs, healed nicely. 

I have had no experience with direct 
injection of drugs into the prostate gland. 

It has been my experience that, although 
the prostate may be infected, without infec- 
tion of the vesicles, the latter are never 
involved without involvement, also, of the 
former. 

The procedure in massaging or “strip- 
ping” the vesicles is, as stated above, simi- 
lar to that of massaging the prostate, and 
should be preceded and followed by similar 
irrigations. Where chronic inflammation 
of these organs has existed for some time, 
they are found usually to be thickened and 
hardened, so that they are easily distinguish- 
able to the examining finger. The ex- 
pressed contents will be found to contain 
spermatozoa in greater or less number, in 
addition to pus-cells, frequently some red 
corpuscles, and a varying number of gono- 
cocci. 

Bruising of the ejaculatory duct, by 
brusque manipulations in massaging, fre- 
quently leads to the involvement of 
previously uninvolved vesicles, and may 
rapidly bring on an epididymitis. 

In these cases, also, I have found heat, 
applied through the rectal psychophore, to 
be a valuable adjuvant in treatment, and to 
hasten the softening of the indurated vesi- 
cles and the reabsorption of the inflamma- 
tory exudate. 

Much has been written and said about in- 
cision and drainage of the chronically in- 
flamed vesicles by vesiculotomy, and about 
injection from above through the vas. I 
have never had to employ either measure in 
the treatment of my cases. I believe that 
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the field for either of these procedures is 
very limited. I have, however, had the 
privilege of seeing and treating a number 
of these cases operated upon by other col- 
leagues in this special field, and had to 
resort to massage and the application of 
heat in order to clear them up. 

Vaccines, which I have thoroughly tested, 
have given me little or no help in chronic 
prostatitis, or vesiculitis. In only one type 
of cases have I found them to be of any 
value at all, viz., in cases of prostatic in- 
fection with little or no inflammatory reac- 
tion, in which, with only isolated pus-cells 
in the expressed secretion, the gonococci 


persisted in lying extracellularly. In other 
words, where the prostate “lies down on its 
job,” and only in this type of cases, vac- 
cines have helped me to rid the patients of 
the infection. 

There is no doubt in my mind that were 
we able to impress upon our patients the 
fact that every case of gonorrhea does bet- 
ter when the patient is confined to bed, 
we should be able to prevent complications 
in a great proportion of them, and to cut 
down the duration of the disease very de- 
cidedly. Certainly every case of gonorrheal 
prostatitis, or vesiculitis, does better when 
treated as a bed case. 





My Personal Views as to Gonorrhea 


BY THOMAS C. STELLWAGEN, M.D. 


Associate Professor of Genito-urinary Surgery in the Jefferson Medical College of Philadelphia; 
Genito-urinary Surgeon, Philadelphia General Hospital 


The cause and origin of gonorrheal in- 
fection is better understood to-day than it 
was but a few years ago, this subject having 
rightfully occupied a very important place 
in the medical mind for generations. Its 
prevention and control is at present a 
problem almost on a par with that of tuber- 
culosis; and from the standpoint of actual 
loss to certain communities in man and 
woman power, it is a question whether it 
does not become paramount among the 
diseases. To say the least, it is a hydra- 
headed monster that preys upon the very 
vitals of our civilization. Its incidence is 
difficult to estimate, since the sufferer is 
very apt to remain silent, and permit the 
disease to undermine his physical fitness to 
the point where his efficiency becomes 
markedly impaired. 

It is just here that I wish to say a word 
regarding the danger that this malady pre- 
sents to society. It is not a disease that 
respects the higher walks of life; for it 
stalks untrammeled among the well-to-do 
quite as freely as among the poor, and re- 
spects neither social station nor race. It, 


however, is more particularly a curse upon 
some races, notably the colored. Much of 
its potency for harm is engendered through 
ignorance of its possibilities for doing ever- 
lasting damage. This ignorance is more 
firmly entrenched by the old and pernicious 
expression that the male does not reach 
manhood until he has suffered an attack. 
How often have we heard expressed the 
iniquitous belief that gonorrhea is no more 
serious than a “cold in the head?” Added 
to the above is the readiness of the drug 
clerk, who has a positive cure for gonor- 
rhea, to prescribe for the sufferer. Many 
of them have fantastic and ludicrous cures 
that they sell across the counter with an 
assurance that rivals comparison. Some 
years ago I personally sought relief in a 
number of drug stores for an assumed in- 
fection of gonorrhea. In all I visited 
twenty stores of the medium class, and in 
each instance was accommodated with a 
preparation and with advice that it was a 
sure cure. These varied between the bal- 
samics and crude petroleum, with hand in- 
jections that I am certain would have been 
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potent to do great harm. I really feel that 
one of the greatest menaces to the ultimate 
control of venereal disease is the readiness 
of persons, who are both untrained and un- 
equipped, to attempt treatment. Urology 
as a specialty has fully arrived, having been 
established for some years, and the special- 
ist it would seem is the one to care for 
such cases. 

When these facts are brought home to 
the public at large, I think it will go far 
toward eliminating the danger that arises 
from the venereal peril. My opinion has 
always been that were the perfectly trained 
and equipped doctor consulted in the very 
beginning of the disease, many of the deci- 
mating sequelze of gonorrhea could be pre- 
vented. The unfortunate situation is, how- 
ever, that the sufferer after trying numer- 
ous methods of cure, and these in turn 
having failed to give relief, consults the 
urologist. The latter has then a problem of 
the first importance put before him; and 
often his fight is long and drawn out, with 
eventually the necessity for surgical resort 
that may and often does result in sterility, 
or at least a definitely impaired sexual 
power. 

The successful treatment and care of the 
gonorrheic calls for keen judgment and a 
level head on the part of both doctor and 
patient. I firmly believe that with the 
trained specialist at the helm, the words of 
Ricord would not to-day be so potent as 
they are, “That a clap begins, but God 
alone knows when it ends.” However, 
those words are far too true even in this 
enlightened age. There is unfortunately 
much routinism in the treatment of gonor- 
rhea. This does not augur well for the 
sufferer, since each case is a separate and 
distinct problem. No one individual’s hab- 
its of diet and daily life match up with 
those of another, and it is most important 
that these matters of life, environment, and 
general hygiene be carefully considered in 
the final summation of the judgment and 
advice as to the proper course of cure. 
Much of the difficulty to-day in the treat- 
ment of gonorrhea is due to the fact that 
there is no specific remedy, and further, 
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that the method that cures one case may do 
harm in another. For one subject may 
lead a temperate life, while his fellow lives 
a riotous one. It has always been my be- 
lief that when in the literature of a disease 
there have been many different methods 
suggested to effect a cure, either medically 
or surgically, the ideal procedure has not 
been discovered. 

If one will consult the literature, he 
will find the array of gonorrhea remedies 
legion. Therefore, we must acknowledge 
that the final word has not been said. How- 
ever, the editor wished me to have in mind, 
from a practical view-point, those methods 
which have given the most in my own per- 
sonal experience. I desire to preface the 
following paragraphs with the statement 
that I believe not enough stress is laid upon 
the regulation of the patient’s daily life and 
habits. Again, if the doctor does tell the 
individual how he must live, half of these 
instructions are generally forgotten. It 
must be borne in mind as well that one of 
the weaknesses of humanity is to cheat 
itself by misrepresentation to the physi- 
cian. It is often surprising to note how 
ingrown the tendency to lie to the doctor 
is. I have never been able to understand 
the view of the venereal case who thus 
mars his own happiness. Suffice it to say 
that it is but one more of the frailties of 
a weak intellect. Hence the doctor must 
be on his guard, and attempt to fix firmly 
in the patient’s mind the necessity for liv- 
ing absolutely to the line of directions. In 
view of this fact I have made it a practice 
to give to each case after his infection has 
been bacteriologically identified a printed 
slip of directions appended below; thus he 
cannot return subsequently and say he did 
not know and was not told. It further helps 
to impress upon him the necessity for 
codperation between his physician and 
himself. 

The treatment of the malady has had a 
very distinct pendulum existence, for the 
changes in the technique of the management 
of an acute case have swung back and forth 
between the old-established forms of treat- 
ment and the newer remedial measures. 
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There have been some very marked ad- 
vances made, but none in the past twenty 


years that I consider epochal. There 
have been introduced procedures and 
pharmaceuticals that for a time gave 


great promise of the ideal course, but 
ultimately most of these have been 
forgotten and relegated to the past. Some 
have lived and after due consideration 
occupy a place of usefulness. As _be- 
fore stated, each individual is a law unto 
himself, which necessitates thought in out- 
lining the treatment. Again, there is no 
question but that some strains of the gono- 
coccus possess greater virulence, or at least 
certain persons have a better resistance to 
the onslaughts of the invading organisms. 
Accept this as you will, the fact remains 
that no two cases run similar courses. I 
have frequently seen this where two or 
more persons have contracted the infection 
from the same woman. In one of them 
the disease follows a mild course, whilst 
in the other it is complicated and often 
desperate. I do, however, believe that the 
most important element in this considera- 
tion is the character of the strain of the 
infection. Another question that has al- 
ways seemed to me of great importance is 
the problem of mixed infection, and I do 
not think that we lay enough stress upon 
this role. 

As before mentioned, after the diagnosis 
has been microscopically established, prov- 
ing the presence of a gonorrheal urethritis, 
the patient is given the following list of di- 
rections. Each regulation is explained to 
him and stress put upon the necessity for 
his carrying them out in detail: 


DIET. 


Meat should be taken sparingly. May 
have small amounts of white meat of 
chicken, boiled fresh fish or lamb. Avoid 
ted meats, such as beef, beefsteak, veal, 
pork, liver, and kidney. Do not eat salted, 
smoked or potted fish or meat. 

Vegetables. These should be fresh and 
prepared by boiling or baking. 

May have rice, hominy, corn, string- 
beans, fresh peas, baked or boiled sweet 


and white potatoes, beets, turnips, etc. It 
is wise to avoid asparagus, spinach, cauli- 
flower, cabbage, and most of the salads. 

Avoid acid fruits. Remember that the 
urine should be kept bland and alkaline, for 
the germs that infect you do not live well 
in an alkaline urine. 

Drinks. Rice water, barley water, plain 
soft water, milk, and alkaline waters. Do 
not partake of alcoholic or carbonated hev- 
erages. Remember the more milk and plain 
water you drink the sooner the cure will 
come. Do not however consume too much 
water after dinner. It will disturb your 
rest. 


GENERAL RULES. 


1. Put on a well-fitting comfortable sus- 
pensory bandage and wear it in conjunction 
with a bag to catch the discharge. 

2. Wash hands after handling the penis 
and keep your fingers away from your eyes. 

3. Keep your soiled linen from the fam- 
ily wash; this applies particularly where 
there are small female children in the 
household. 

4, Wash the organs frequently in warm 
salt water, adding a teaspoonful of ordinary 
table salt to a cupful of warm water. 

5. When urination burns, immerse organ 
in glass of warm water and allow the urine 
to flow, or sit in a tub of warm water. 

6. Keep your body warm; do not get 
chilled. Do not go about on rainy or snowy 
days without ample protection. 

?. Go to bed early. 

8. Do not take cold baths; may take 
warm ones. 

9. Do not eat between meals; do not 
overload the stomach, 

10. Drink fully of plain or alkaline water 
and milk during daytime. Do not drink too 
much before retiring. 

11. Urinate when the desire offers. 

12. Keep away from females socially and 
sexually, and any other exciting influences 
such as erotic sights, thoughts, and litera- 
ture. Sexual excitation is very dangerous. 

13. Keep bowels lax by water-drinking 
or by mild drugs. 

14. If a smoker, decrease the consump- 
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tion. It is better not to smoke as it dis- 
turbs the stomach. 

15. Never put pieces of cotton over the 
end of the organ, for it prevents the free 
drainage of the discharge. Should the lips 
of the opening seal together, wash this clean 
in warm salt water and grease with vaselin. 

16. If tea or coffee drinker, you may 
have a small amount well diluted once daily. 
It will be best for you not to drink either 
tea or coffee. 

17%. Should you be using a hand injection 
by syringe or an irrigation, and the desire 
for urination becomes frequent or painful 
during the day or night, stop the injection 
or irrigation and see the doctor at once. 

18. Never force the injection into the 
organ; do it gently and always empty the 
bladder before using. 

19. Always visit the doctor with a full 
bladder. 

20. All physical exertion of a violent 
character should be avoided. Rest upon 
the back as much as possible and sleep 
whenever you can. 

21. No dancing. 

22. No horseback riding. 

23. No auto driving and little riding. 

24. Do not jump off or on moving ve- 
hicles. 

25. Do not lift any heavy weights. 

26. Do not carry heavy cases or bags. 

27. Rest in all ways and at all times is 
very beneficial. 

It is quite evident that there is reiteration 
in this set of rules, but I have recorded 
them here just as the patient’s copy reads. 
I feel it is wiser to repeat some of the ad- 
monitions to the patient, rather than to per- 
mit the case to go partially warned of his 
dangers. 

The literature is still trammeled by the 
moss-grown statement that gonorrhea is a 
self-limited venereal disease and that it 
cures itself if left alone, etc. These and 
other such statements are very dangerous, 
especially so since they appear in a medical 
journal. In my opinion it is by no means 
a self-limiting infection, but one that we 
know can attack almost every structure of 


the body, and leave the individual a hope- 
less cripple. 

In summing up the treatment of gonor- 
rhea in the male, it will probably be best to 
take up the subject under definite head- 
ings: (1) General regulations as to diet, 
hygiene, and habits. (2) The administra- 
tion of drugs per mouth. (2a) Other 
drug administrations. (3) Local medica- 
tion by injections. (4) Local medication 
by irrigations. (5) Local medication by 
instillation. (6) Vaccine therapy. (7) 
Treatment through the blood stream. (8) 
Serum therapy. (9) Electrotherapy. (10) 
Management of the common complications. 

1. The first heading has, I think, been 
amply considered in the list of directions 
which is to be given to the patient. It is 
quite as essential that the individual ac- 
quaint himself as thoroughly with these 
rules as laid down as it is for the diabetic 
to learn a dietary régime. In the manage- 
ment of the latter case much depends upon 
the care exercised, and so it is with 
gonorrhea. 

2. I am old-fashioned enough to believe 
in the use of the balsamics and to give san- 
dalwood oil. I know it does good, in spite 
of the arguments against it founded upon 
its so-called danger to the kidney. I still 
use it. Of course, should it produce irrita- 
tion or nephralgia it is at once discontinued. 
I believe however if used with judgment it 
does materially aid in the control of the 
infection. The best results have come from 
the use of a well-prepared oil in a ten- 
minim capsule, and frequently twenty 
minims are given at a dose. If the case is 
severe and accompanied by a high degree 
of irritation, that has probably invaded the 
posterior urethra, I give in conjunction 
some preparation that lowers the tendency 
to sexual excitement. The bromides in 
combination with some alkaline diuretic are 
used until the required effect is produced. 
We may argue that they lower resistance; 
but with me the fact remains that the case 
does better and complications are fewer. 
Just here it may be well to say a word 
about posterior urethritis. Many teach and 
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believe an involvement of the posterior 
urethra an unnecessary complication of the 
disease. With this idea I am only partially 
in accord. It does not seem logical that a 
mere sphincteric muscle can limit the on- 
slaught of an infection that advances in the 
submucous structures of the urethra. The 
entire canal is lined by mucous membrane 
and hence will probably be open to infec- 
tion. I believe the so-called involvement 
statistics of the posterior urethra are them- 
selves very peculiarly involved in uncer- 
tainty. In those cases which do not clin- 
ically manifest posterior involvement, there 
is probably so mild an infection that the 
symptoms are not complained of. The 
several glass tests are routinely done; but 
their diagnostic significance is uncertain. 
As for the administration of the other 
so-called genito-urinary antiseptics by 
mouth, I will pass them by as having 
gotten me nowhere, with the possible 
exception of hexamethylenamine in com- 
bination with acid sodium phosphate. This 
may do good when given in large doses; 
and it can do harm unless the urine be 
carefully watched for kidney irritation. As 
said, I sometimes give it, but always with a 
feeling that it is of questionable benefit. 
Water is to my mind the great internal 
remedy in gonorrhea, and will be consid- 
ered at this time, since it is administered 
by mouth. At the very start of the treat- 
ment the patient is urged to drink water to 
excess and without limit, at least from 
20 to 25 glasses per day. Of course an 
alkaline or bland water is recommended 
since the gonococcus does not thrive well 
in an alkaline medium. Water is an 
excellent diuretic, a mild laxative, and an 
irrigator from within. Its value cannot be 
overestimated, and it is quite probable that 
could our cases be put to bed, and kept 
upon a low diet, and be flushed with an 
alkaline water from within, the majority 
would come to cure in a much shorter 
space of time. Complications would be 
markedly lessened. The painful micturi- 
tion, erections, hematuria, and other com- 
plicating problems are often best controlled 
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by the use of a sedative, combined with 
the use of barley water, rice water, lime 


water, or a still vichy. Other drugs, such 
as sodium bicarbonate or citrate, or liquor 
potassii citratis, may also be given. 

2a. There are other avenues of adminis- 
tration than the mouth, notably the rectum. 
In marked trigonal irritability, strangury, 
prostatitis, seminal vesiculitis, or other 
painful complications, sedative enemata, 
suppositories, hot sitz baths or rectal lavage 
by hot water may give relief. Rest and 
sleep can often be induced by the bella- 
donna and opium suppositories. 

3 and 4. Local medication by injection or 
irrigation. The use of the hand injection 
in gonorrhea is of ancient and distinguished 
lineage. It has passed through many 
onslaughts. It has been cast down and 
buried by argument, but like some other 
things it will not stay submerged. I believe 
it has a very important place in the treat- 
ment of gonorrhea where properly used, 
and particularly where the case is carefully 
instructed in the use of the proper type of 
syringe and injecting medium. 

The irrigation procedure is by far the 
best method of applying local treatment 
to the urethra. It however necessitates 
time and expense upon the patient, and 
unfortunately these necessities often forbid 
its more extensive employment. However, 
when it can be resorted to routinely and 
properly carried out it has given the best 
results. 

The numerous preparations that have 
been used as local gonococcides to the 
urethra are far too many to mention in this 
article. They grow as the weeds of the 
garden, die out, and are superseded by 
another crop. Some of the more useful 
ones are as follows: (a) Potassium per- 
manganate. (b) Oxycyanide of mercury. 
(c) The organic silver compounds. (d) 
Silver nitrate solution. (e¢) Permanganate 
of zinc. (f) Flavine and acriflavine. (g) 
Mercurochrome 220. (h) Mercurial salts. 
(i) Compounds of the metals such as 
copper and zinc. 

(a) Potassium permanganate is placed 
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first upon the list since it is probably the 
most generally used drug for the purpose. 
Janet it was who gave it its prestige. It 
does kill gonococci. It is cheap, but it is 
also troublesome, and often a telltale. The 
staining that it produces is probably its 
greatest drawback. We use it as a hand 
injection and as an irrigating medium in 
strengths varying from 1:6000 to 1:15,000. 
I have seen irrigations when properly used 
cure a gonorrhea in two to three weeks. 
This, however, has not been the rule. 

(b) Oxycyanide of mercury has earned 
a place and is undoubtedly useful in the 
control of some of the obstinate forms of 
urethral infection. It should be used in 
strengths varying from 1:10,000 to 1:4000. 

(candd) The organic silver compounds. 
It is in this field we find both the weeds 
and the roses. Some of these preparations 
have lived, although many have died. Of 
the chosen, we may say they do possess 
germicidal properties. They are generally 
unstable in solution. The solution must be 
freshly and carefully compounded. Many 
of them stain; and almost all of them are 
very expensive. Some of them are useful 
in the very early stages of a gonorrhea, 
but my feeling has always been that prop- 
erly gauged solutions of the nitrate of 
silver are generally more applicable than 
the so-called non-irritating organic silver 
compounds. They will undoubtedly destroy 
germs in the test-tube. However, the 
human urethra is fortunately not a test- 
tube. They are mostly colloidal emulsions 
and hence cannot penetrate the underlying 
mucous structures. They therefore do not 
reach those organisms that have penetrated 
the mucous membrane of the urethra. 
These germs are by all means the most 
necessary to reach in order to bring about 
a rapid cure. Some of them coagulate 
albuminous proteins and therefore are con- 
traindicated. 

(e) Permanganate of zinc may be used 
in lieu of the permanganate of potash in 
strengths varying from 1:6000 to 1:10,000. 
It is indicated in the later stages of the 
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disease and should be used in alternation 
with the potash. 

(f) Flavine and acriflavine. Watson of 
Glasgow it was who strongly advocated the 
use of the aniline dyes, particulariy the 
acriflavine. Proflavine was but short-lived 
and has practically been discarded. I have 
used both of these preparations, but did not 
get the results that other clinicians did. 
However, acriflavine may do good in the 
very early stages of an infection. In my 
hands they induced a decided mucoid 
discharge simulating gleet. This was often 
difficult to control and was usually followed 
by secondary infection. At the present 
time I do not use them. 

(g) Mercurochrome 220 has found an 
important place in surgery of the eye and 
urology. We used it in a large series of 
gonorrheal cases with varying satisfaction. 
It did not, however, produce the desired 
results in all instances. It has the disad- 
vantage of staining, and to-day we do not 
use it routinely. 

(h) Mercurial salts — oxycyanide of 
mercury. This salt is probably the best of 
the mercurials and is well tolerated by the 
urethra in strengths varying from 1:8000 to 
1:4000. I sometimes resort to it as a 
substitute for the permanganate solution, 
especially in the latter stages as an irrigat- 
ing medium. The biniodide and _ per- 
chloride of mercury are mentioned merely 
to condemn them since they are far too 
irritating. 

(1) Other compounds of metals. Under 
this heading I wish first to mention zinc 
borosalicylate. With this preparation I 
have had good results, and thus far it has 
offered to me one of the best solutions for 
a germicidal irrigation in the urethra. To 
date I believe it has not been accepted by 
the Council of Pharmacy and Chemistry. 
There are wide differences of opinion as 
to its utility. I am not able to give its 
chemical formula and lay due stress upon 
the opinions of my colleagues, which are 
highly valuable. Still the fact remains 
that in my own private practice it has pro- 
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duced results. 


It is stainless; also it is 
comparatively expensive. The technique 
of its use I consider of the greatest import. 
I am still keeping an open mind upon it, 
not unmindful of its dangers. According 
to the rules of treatment, a zinc salt should 
not be used in the acute stages of a 
gonorrhea ; but I have used this preparation 
in some fifteen acute cases with satisfac- 
tion. Complications were not apparently 
induced by it. The claim is made that the 
older zinc preparations will give the same 
results. In my hands they have not. I 
mention this preparation not to provoke a 
controversy, but simply to state the facts 
openly as I personally found them. I am 
well aware that there is much difference 
of opinion, and were I to be oblivious to 
the findings of my colleagues I would be 
living in a fool’s paradise. Hence I am 
waiting to be convinced either for or 
against the preparation. 

The ideal urethral antiseptic has not 
apparently been discovered. It should fulfil 
the following rules: 

(a) Ability to destroy the gonococcus in 
the urethra. 

(b) It should be penetrating to the 
mucous membrane, thus reaching the sub- 
mucous organisms. 

(c) It should be non-irritating in potent 
solutions. 

(d) It should not precipitate the pro- 
teins. 

(e) It should excite an osmosis from 
the mucosa. 

(f) It should be capable of dissolving 
dried pus and exudate. 

(g) It should be non-staining. 

(h) It should be inexpensive. 

(4) It should be stable in solution. 

(j) Its preparation for use should be 
accomplished without complicated tech- 
nique. 

5. Local treatment by instillation and the 
application of ointments to the urethra. 

These procedures are best employed in 
the later stages of gonorrhea, or in the 
so-called moderately chronic states, wherein 
a mucous membrane has lost its tone and 
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where a decided insult must be adminis- 
tered to awaken reparative forces. The 
Keyes-Ultzmann syringe or the rubber 
catheter and syringe—a safer procedure— 
are used for the administration. I. am 
certain they do good in some instances, 
where the prostate is not grossly involved, 
where the seminal vesicles are not the seat 
of infection, where there is not a stricture, 
and in short where only the superficial 
mucous membrane structures are the seat 
of the infection. We use the different salts 
as before mentioned. I do believe in the 
use of the endoscope as a preliminary, 
unless its use is considered too dangerous. 
I well recall a case of chronic urethral 
discharge I treated over a period of months, 
in which Dr. Guiteras later endoscoped and 
found a polyp, which he removed, and 
which promptly came to cure. I learned 
the lesson early and have profited by it. 
With reference to endoscopes I have not 
much praise but for one, the Ringlet and 
Wossidlo endoscope. This instrument has 
proven satisfactory and is the only one 1 
use. It is often advisable to make the local 
application of a strong solution of nitrate 
of silver or sulphate of copper to an exact 
area of the canal, which can be readily 
accomplished through the endoscope. In 
verumontanitis the condition can be readily 
distinguished and the proper course out- 
lined. Amputation of the veru is a pro- 
cedure which I have not frequently resorted 
to, because of the disturbance to the sexual 
function in later years. In sclerosis of the 
veru the diagnosis is readily made and 
treatments can be easily applied under 
direct vision. Finger’s ointment may be 
applied to the mucosa with urethral dila- 
tation, or a combination of castor oil, 
ichthyol, and balsam of Peru may do good. 
In the later years local applications of 
ointments to the urethra have fallen into 
disuse ; but I find them occasionally useful. 
6. Vaccine therapy. Upon this point 
much difference of opinion exists. Vac- 


cines were at first hailed as the key to the 
solution, and some thought the riddle had 
been solved. 


I was an ardent enthusiast, 
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but at the present time am not. In the 
acute stages of gonorrhea, I do not accord 
vaccines much of a place. In the chronic 
condition they may do good as assistants ; 
in fact I use them, but must confess that I 
have not had the brilliant results of other 
observers. They do have a place in the 
mixed or concurrent infections; and when 
the organisms can be definitely identified 
and a potent autogenous vaccine boldly 
administered, a happy result may be 
obtained. Good may even be accomplished 
by means of the polyvalent stock vaccines. 
I do not consider vaccines more than an 
adjuvant to local treatment and have not 
sufficient faith in them to desist from local 
treatments such as lavage of the bladder 
and prostatic massage judiciously given 
upon a moderately distended bladder. In 
seminal vesiculitis I have seen them do 
well, but I have also seeri more failures. I 
have cured more such cases by persistent 
massage than by vaccines. Seminal vesicle 
injection by way of the vas deferens is 
useful, and probably the safest and best 
method of attacking these structures. 
Seminal vesiculotomy for drainage I have 
done, but only when the complications war- 
ranted it. Seminal vesiculectomy, I think, 
I have done several times with fair results. 
This operation is dangerous, difficult, and 
unless the vesicles are definitely enlarged 
they are often missed by the surgeon. I 
have watched the master vesiculectomists, 
and have been shown what was said to be 
the vesicle, but I had my doubts. 

?. Treatment through the blood stream. 
With this method of attack my experience 
is limited. I have used hexamethylenamine 
with some apparent success ; but am willing 
to await further developments. In the 
use of the colloids by hypodermic adminis- 
tration after the method of McDonagh, I 
have seen some brilliant results in gonor- 
rheal complication obtained by Dr. Mc- 
Dowell, a follower of McDonagh. 

8. Serum therapy. In this connection I 
once believed I gained good results from 
Rogers and Torrey’s ram serum in gonor- 
rheal arthritis, and was an advocate of its 
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use. However, in recent years I have not 
used it. Serum therapy has apparently not 
proven adequate and to-day is almost never 
used. It may do good in epididymitis, 
prostatitis, or arthritis, and if other reme- 
dial measures were tried out and failed, I 
would again try it. Bocca’s observations 
would lead me to believe that possibly they 
may act as protecting forces against infec- 
tions of the blood stream. Upon this point 
I am not prepared to write, since it is a 
mooted question. I leave it for the serolo- 
gists to settle. 

9. Electrotherapy. With this procedure 
Iam notin accord. The passage of hollow 
glass electrodes into the urethra and 
rectum is a dangerous procedure until 
science finds a way to insure against break- 
age, or what may be better termed bursting. 
I had what came very near to being one of 
the calamities of surgery, as Sir James 
Paget termed such accidents, from the use 
of a vacuum electrode in the rectum. The 
distal end separated from the body of the 
instrument, and by reverse peristalsis was 
carried into the sigmoid, inducing a 
hemorrhage from a laceration that was 
appalling. I was on the verge of doing a 
laparotomy for its removal when through 
an act of Providence it passed without 
further trauma. I made a solemn resolve 
never to insert another into a body cavity. 
The method of Snow and Eberhardt is not 
fraught with such dangers, but in my hands 
it has never done material good. For all 
the benefit my cases derived from its use 
they might, as Mr. Carlyle said of medi- 
cine, have whispered their troubles into the 
first hairy ear they met upon the roadside. 

In the final summary of the control of 
the gonorrheal peril, it may be well to 
include a line or so upon the question of 
what has been accomplished by society in 
the education of the laity upon the dangers 
of venery. Unfortunately this question has 
too often been discussed by persons 
unfamiliar with its basic principles. It 
must be admitted that the sexual impulse 
is a primal natural one; that to my mind is 
one of the great forces that GOD has 
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endowed the animal kingdom with. In the 
course of development it is perfectly 
natural that normal mankind should be 
impelled to satisfy the cravings for pro- 
creation. Were this not so the human race 
would be one vast sea of degeneracy. Our 
social customs are in direct antagonism 
with this primal law of nature, and it is the 
unfortunate money lust that must be 
eradicated before the social venereal evil 
can be corrected. Nature meant that man 
and woman should marry at or about 
puberty. If not, why did she so change 
our beings at that time? Surely she did 
not do this to torture us. Unfortunately 
the dollar often prevents or impedes 
nature’s primal law, and until our social 
customs can be so regulated, just so long 
will venery exist. Of course much can be 
done by education; and something has 
been accomplished. However, I do not 
think that the narrow meditations of the 
average reformer upon such matters will 
do the good that a fair, honest considera- 
tion of the problem by a broad-gauged 
mind will do. The questions and problems 
of morality must be learned at the mother’s 
knee, and not in the moving-picture house, 
before lecture platforms, or from the 
pulpit. I am not a believer in licensed 
prostitution. Neither do I believe that 
much good comes from attempting to scare 
the youth by lurid portrayals of the dire 
possibilities of venery. It seems to me that 
such things often start the young mind on 
a quest for the consummation of a desire 
that in every normal youth is present at 
puberty. Again I repeat that the lessons 
of morality must be learned at home. The 
child born of weak, flippant parentage will 
unless properly managed yield to the primal 
impulse; and why? Simply because it has 
not the proper stamina to withstand temp- 
tation. I do not believe that the average 


prostitute joins this clan through neces- 
sarily sexual impulse, but more because of 
the desire for that which money brings her. 
I hold no brief for the defense of the 
woman of the town, but it has always 
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seemed to me that were it possible to look 
into the lives of the so-called sporting 
women, some dire calamity of a financial 
nature has probably impelled most of them 
to sink to such lives. 

If the foregoing statements are correct 
it is evident that humanity will persist in. 
venery. The question arises, what can: be 
done to curtail its ravages? By all means 
the resort to prophylaxis is to-day our best 
course. Statistical study of the Navy and 
Army reports proves conclusively the worth 
of prophylactic treatment properly admin- 
istered. 

The problem of control of the venereal 
evil is one of the first magnitude to the 
country. It is a very difficult subject to: 
deal with. Of course if all diseased 
women could be restrained from inter- 
course, it would go far toward eradicating 
these diseases; but, on the other hand, this 
should also apply to the male. This is 
evidently but an idle imaginative idea 
impossible of carrying out and not even 
attainable. The question as to whether 
venereal cases should be reported has 
always been a riddle to me. At times I 
think they should, whilst at others I am 
convinced that such a system would do 
more harm than good—in fact, instead of 
acting as a deterrent to the spread of 
venereal diseases, it would do just the 
opposite. If such a law should be resorted 
to routinely, the probabilities are that these 
cases would seek the doctors who did not 
report them, and hence fall into incompe- 
tent hands. ‘The hospital clinic would 
certainly not be patronized as it is to-day, 
and consequently the cases would either go 
untreated or would seek the charlatan. 

I believe there is just as much venereal 
disease to-day as there was ten years ago, 
but I do not think its ravages are as great; 
for to-day we certainly do not see as many 
chancroids associated with destructive: pro- 
cesses. We do not see as many bad stric- 
tures, excepting in the negro race, and we 
certainly do not see the ravages of venereal 

syphilis as we did but a few years ago. 









Some General Considerations Bearing on the 
Incidence and Treatment of 
Acute Gonorrhea 
BY E. H. SITER, M.D. 


It is written regretfully but must be 
frankly admitted that the treatment of 
acute gonorrhea has not made as much 
progress as the treatment of other infec- 
tions. When this is said the best foot has 
been put forward. 

The prevalence of gonorrhea is perhaps 
not as great as in the past, but the preva- 
lence varies; now more and is discourag- 
ing, and now less and is encouraging. 

Education has done much, and I think 
beyond doubt the late war has done more— 
this of course is education considered in 
another sense. 

I think the feeling is general that a golden 
opportunity was lost, after demobilization 
of the two services, by not establishing 
convenient prophylactic stations. We had 


then the habit inculcated in the service, and 
the advantages were so apparent to the 


men that there was no doubt in their minds 
as to its efficacy. We had the public atti- 
tude and well-trained attendants, most of 
whom were out of a job. However, after 


reaction had set in it was too late, but the: 


publicity on prophylaxis has done much, 
and I think, considering the general upset 
of life following the war, the venereal 
situation has more than held its own, with, 
of course, occasional exacerbations. 

To sum up, I fear exposures are not 
lessened, but education has done much to 
prevent the spread of venereal infections. 

The question of treatment is a most puz- 
zling one; there are as always false roads 
to follow, roads with most glittering signs, 
all pointing to rapid cure; these roads usu- 
ally end in the wilderness and have to be 
retraveled, with the consequent loss of 
very valuable time. 

The abortive treatments are of course 
most alluring, being a short road, but I 
strongly suspect that many of the success- 
ful abortive cases enumerated in acute 
gonorrhea were not gonorrhea at all, but an 
ordinary simple urethritis of non-specific 


origin. These non-specific cases are far 
more numerous than is generally supposed, 
and many urethral discharges are diagnosed 
as gonorrhea, either due to faulty use of the 
microscope or utter lack of its use; hence 
the remarkable cures. 

Non-specific urethritis was very preva- 
lent in the A. E. F., and many men got un- 
just notations on their service records. 
Incidentally the venereal rate would have 
been much less in the A. E. F. had the 
microscope been more available. I have 
found simple urethritis quite as common in 
civil life, and I am sure that close micro- 
scopic scrutiny would surprise many men 
who treat every urethral discharge as 
gonorrhea. 

The treatment of gonorrhea must vary 
with each patient. The personal equation 
enters into it as in the use of all medicine. 
Treatment cannot be routine, or if it is 
routine, must be of a varying routine. I 
doubt whether the question of local treat- 
ment or non-local treatment will be quite 
settled ever; surely not until that day when 
a sure, rapid and permanent cure is de- 
veloped; this does not seem in the immedi- 
ate future. 

Local treatment in acute cases is a valu- 
able assistant when properly administered. 
Proper administration is a stumbling- 
block. Few patients, even after careful 
instruction, are able to properly use a hand 
syringe. They do no damage, neither is the 
medication of the slightest benefit as it does 
not reach the field of infection. Irrigation 
is of great service, but it depends upon 
frequent use. Very few patients can afford 
either the time or the money to be irrigated 
at least once a day. Self-irrigation is an 
almost impossible accomplishment. 

Of the hand injections, I still find an 
emulsion of silver iodide the best. It has 
the advantage of being a cleanly procedure, 
which makes it, in this respect, superior to 
most of the other drugs advocated. 
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Permanganate of potash for irrigation 
has not as yet been relegated to the rear. 

There are many preparations put forth, 
some good, some valueless, none new. If 
we look deeply enough into their makeup, 
we find some old, and sometimes very old, 
friend of more or less potency in a new 
dress. Camouflage best describes it. An 
impressive name, and much of more or less 
ethical advertising! 

This brings us to our internal medication 
and our mainstay really. Copaiba and 
santal oil in various guises are still the most 
promising and outstanding drugs. Hygiene, 
of course, but not too rigorous. Urologists 
everywhere preach that the late treatment 
of gonorrhea is most important, and judg- 
ing from the urologists’ experience the 
most neglected. It is their sad experience 
that most treatment ends when the acute 
stage has passed. This is sometimes the 
fault of the medical man in taking the in- 
fection too lightly, and sometimes the fault 
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of the patient in taking too much for 
granted. We should realize that on the sub- 
sidence of the acute frank stage careful 
treatment should begin. This is not prac- 
ticed generally except by men who do much 
urologic work. The field covers much 
ground and requires careful manipulation 
if we are not to have long, tedious and 
discouraging sequela. The importance of 
this late treatment cannot be too strongly 
dwelt upon, or too carefully carried out. 

I feel, and I have long felt, that our hope 
lies in an as yet undeveloped but deeply 
explored and most difficult bacteriological 
country; in other words, vaccines. There 
is no drug or method of treatment that has 
not been long and thoroughly tried, so we 
must for the present pin our hopes on the 
bacteriologists for a way out. At present 
we are going in a circle and chasing com- 
mercial butterflies, beautiful to look at, and 
of little service otherwise. 


MenpicaL Arts BuILDING, PHILADELPHIA. 





Gonococcal Infections in the Lower Genital Tract 
of Female Infants and Young Girls—With 
a Report of 100 Cases 


BY CHARLES C. NORRIS, M.D., anp HENRY B. MIKELBERG, M.D. 
Philadelphia 


Gonococcal vulvovaginitis in infants and 
young children differs in many respects 
from a similar type of infection occurring 
in adults. Indeed, these differences were 
formerly believed to be so marked that the 
suggestion has been made that the infection 
in the young is not the result of the true 
gonococcus, or if due to this organism, that 
some special strain of gonococci is responsi- 
ble. Striking as is the difference between 
the clinical picture produced by the gono- 
coccus in adults and that presented in the 
immature, this diversity is, in many respects 
at least, more apparent than real. Careful 
study has shown that in practically all 
chronic cases of vulvitis in children the cer- 
vix is infected; the urethra and Bartholin’s 


glands are aiso often harboring places for 
the infecting organisms. These are the 
areas that are chiefly affected in gonorrhea 
of the lower genital tract in women. In 
addition, among the immature, the vaginal 
lining and the skin covering the labia and 
the external genitalia are also attacked. In 
the adult the cervix is often the seat of 
the primary infection, the urethra and Bar- 
tholin’s glands being invaded secondarily, 
although in not a few cases the urethra or 
the urethra and the cervix are contaminated 
simultaneously. In the young the external 
genitalia and vulva are primarily invaded, 
the infection spreading from these locations 
inward to the vaginal lining and the portio 
vaginalis of the cervix. These differences 
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are detectable only in the early stages of 
the disease, and are dependent on the mode 
of contamination. 

Prior to the routine employment of the 
cystoscope in the examination of these cases, 
the frequency and importance of cervical 
infections in the child were not generally 
recognized. As applied to gonococcal in- 
fections, the term vulvovaginitis is, there- 
fore, misleading, and the term “gonorrhea 
of the lower genital tract” is more nearly 
accurate for descriptive purposes. The 
involvement of the vaginal and vulvar 
covering is of secondary importance. Two 
very definite differential points do, however, 
exist. In the woman, in a definite propor- 
tion of cases, the infection spreads upward 
from the cervix along the mucosa of the 
uterus, and thence through the tubes to the 
pelvic peritoneum, producing a number of 
lesions that are grouped under the general 
although somewhat loose term of “pelvic 
inflammatory disease.” The term “pelvic 
inflammatory disease” is not limited in its 
application to those pelvic lesions produced 
by the gonococcus, but embraces all inflam- 
matory conditions found within the female 
pelvis, regardless of the nature of the in- 
fecting microdrganism. 

The upward spread of gonococcal infec- 
tion in the adult nearly always takes place 
during or directly after a menstrual period, 
or following the emptying of the pregnant 
uterus, either at or before term. At the 
menstrual period, or coincident with the 
emptying of the pregnant uterus, the cer- 
vical canal becomes dilated and the plug of 
mucus that normally occludes the canal be- 
comes displaced. Since, of course, neither 
menstruation nor pregnancy occurs in the 
infant or young child, this upward spread 
of the infection, which is so common in 
the adult, is but rarely present in the im- 
mature. In our experience, covering over 
400 cases, we have observed but one case 
in which the intraperitoneal organs in 
young children were involved. It has been 
asserted that gonococcal vulvovaginitis is 
extremely prone to become chronic, and 
frequently results in maldevelopment of 
various organs in the genital tract: for 
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example, in hypoplasia of the uterus. This 
has not been our experience. We believe 
that in nearly all cases the disease under- 
goes spontaneous cure prior to the onset of 
menstruation, and that this is due in large 
measure to the development of the squa- 
mous epithelium of the lower genital tract. 
If spontaneous cure did not occur, cases of 
pelvic inflammatory disease of gonococcal 
origin would be of frequent occurrence 
among girls between fourteen and eighteen 
years of age, whereas in reality such a con- 
dition is almost unknown among virgins. 

The probable explanation of why gono- 
coccal vulvovaginitis undergoes spontane- 
ous cure lies in the fact that the gonococcus 
does not thrive on adult squamous epithe- 
lium. Gonococcal vulvitis or vaginitis is 
not especially frequent in women, and when 
it is present, it is probably caused by the 
constant drenching and maceration of the 
parts by gonococci and toxin-laden dis- 
charges that originate within the cervix, 
and is hence more of a toxic nature than 
an actual bacteriologic condition. In these 
cases, in adults, if the discharge from above 
is checked, the vaginitis speedily disap- 
pears. In infants the Doderlein bacil- 
lus is absent, and the vaginal lining con- 
sists of a relatively thin layer of immature 
squamous epithelium. 

It is the custom to speak of the “vaginal 
mucosa;” this is a misnomer, since the 
vagina is not lined by mucus-producing 
cells, but by a modified derma consisting 
of multiple layers of stratified squamous 
epithelium. A true vaginitis and vulvitis 
frequently occurs in the young, but, as has 
been stated, it is rare in the adult. The 
gonococcus does not thrive upon adult 
squamous epithelium ; indeed, were this not 
the case, gonococcal lesions of the derma, 
especially that of the hands, would probably 
be frequent, whereas such a condition is so 
rare as to be almost unknown. Its habitat 
is the columnar epithelium. Among a series 
of over 400 cases of vulvovaginitis seen in 
the vulvitis clinic at the Children’s Hospital 
in Philadelphia during the last three years, 
about 60 per cent have definitely been 
proved to be of gonococcal origin. The 
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following report embodies the results ob- 
tained in the study and treatment of our 
last 100 cases of gonococcal infection in 
infants and young girls. As has been stated 
elsewhere (Norris, C. C., and Mikelberg, 
H. B.: Jour. Am. Med. Assoc., Jan. 15, 
1921, p. 164), the clinical diagnosis of gono- 
coccal vulvovaginitis during the acute stage 
presents no difficulties, and is easily con- 
firmed by bacteriologic examination. Dur- 
ing the chronic stage, however, the clinical 
diagnosis is much more difficult, and the 
bacteriologic demonstration of the gono- 
coccus is often impossible unless repeated 
tests are made. The presence of the micro- 
organism can be demonstrated in film prep- 
arations from every case if a number of 
correctly performed examinations are made. 
A’single negative film has but little signifi- 
cance; in such a case the chances of dem- 
onstrating the organism are at least two or 
three to one. Unless safeguarded by the 
employment of the Gram stain or of one of 
its modifications, such examinations are 
nearly valueless, since many organisms 
morphologically similar to the gonococcus 
are likely to be present. Even where the 
precaution is taken to use Gram’s stain 
errors in diagnosis may occur, and ex- 
tremely misleading results may ensue in 
consequence of difference in thickness of 
the preparation, slight overstaining or 
understaining, etc. Clinical evidence pre- 
sented by one experienced in this work is 
of far greater value. The areas to be ex- 
amined are the cervix, the crypts in the 
vagina and about the urethra, the urethra 
itself, and Bartholin’s glands. The cervix 
is infected in practically 100 per cent of 
cases, the urethra being next in point of 
frequency. Although in children Bar- 
tholin’s glands are often infected, they are 
less commonly involved than in the adult, 
probably because of the smaller lumen of 
the gland openings and due to the fact that 
the glands are functionally less active than 
in the adult. When they are involved, the 
infection is generally limited to the external 
portions of the ducts. Chronic redness 
about any of these areas, especially if there 
is a history of long-standing inflammation 
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and resistance to treatment, is especially 
suggestive of Neisserian infection. 

The source of the primary infection is 
often difficult to determine. Without doubt 
contamination is often traceable to an in- 
fected mother. Vulvitis neonatorum has 
been recorded, and is more frequent in 
cases of breech than of cephalic presenta- 
tion. The greatest number of children, 
however, acquire this infection in schools 
or in institutions of which they may be 
inmates. Unless sanitary precautions are 
taken, such places become fertile sources 
of infection. Baths, contaminated linen, 
clinical thermometers, the attendant’s hands, 
may all serve as infecting agents. Toilet 
seats are probably the most frequent 
source of contamination. In our experience, 
rape is an infrequent cause of infection. 

In our series complications have been 
relatively infrequent. Among the last 100 
cases complications have occurred as 
follows: cystitis, two cases; inguinal aden- 
itis, two cases; in the latter neither was 
suppurative, and both cases occurred in 
neglected children. In this series there 
were no metastatic lesions, such as arthritis 
or endocarditis, although the former condi- 
tion is by no means an uncommon 
complication. We have never observed a 
case of general peritonitis. A number of 
such cases are, however, on record, and 
have been collected from the literature by 
one of the authors (Norris, C. C.: Gonor- 
thea in Women, Philadelphia, 1919). 
Ophthalmia has not been observed, but 
special precautions are taken to prevent 
the occurrence of this complication. As 
previously stated, but one case of salpingitis 
has been seen. This case had been referred 
to the Children’s Hospital with a diagnosis 
of acute appendicitis, but rectal examina- 
tion and the presence of a profuse yellow 
discharge containing numerous gonococci 
revealed the true condition. Proctitis has 
not been observed. 

Because of the generally unsatisfactory 
results of treatment, a vast literature deal- 
ing with this subject has accumulated. To 
be successful, the treatment should be one 
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that is easily administered, free from harm- 
ful effects, and painless; the first of these 
requirements is because the majority of 
cases of gonococcal vulvovaginitis occur 
among the children of the poor, who are 
unable to secure prolonged and _ special 
treatment ; therefore a method that may be 
employed by the mother or a visiting nurse, 
under the supervision of the physician, is 
almost a sine qua non. At best it is difficult 
to secure codperation from the young child, 
but in many cases, provided the treatment 
is painless, this is attainable to a degree at 
least, except in infants. If, however, the 
treatment is painful, no codperation of the 
patient can be secured. 

The technique that has been employed by 
the authors is as follows: The child is 
placed upon a table, the hips are elevated, 
and a rubber-covered pillow is placed under 
the buttocks. An _ inverted. V-shaped 
wooden pad that fits under the knees has 
been utilized at the vulvitis clinic in the 
Children’s Hospital. This pad is most 
serviceable since it elevates the pelvis, keeps 
the knees apart, and facilitates treatment. 
The Trendelenburg position may be em- 
ployed. It is essential that the pelvis be 
tilted in order to permit the solution 
injected into the vagina to gravitate back- 
ward and flood the entire vaginal cavity. 
The external genitalia and vulva are 
cleansed with cotton moistened in a one- 
per-cent Dakin’s solution (1 part Dakin’s 
solution to 99 parts of olive oil). By 
means of a large medicine dropper about 
three drachms of this solution are then 
introduced into the vagina through the 
hymenial opening. The instrument known 
as the “Little Jumbo” has been found 
satisfactory for this purpose. The solution 
is injected slowly; then the syringe tip is 
quickly withdrawn, and the labia are held 
together with the gloved fingers for about 
two minutes. The excess solution is then 
wiped away. This treatment is adminis- 
tered by the physician twice weekly, and 
the mother or the nurse is instructed in its 
application. She is furnished with the 
solution and a dropper, and is directed to 
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administer the treatment night and morn- 
ing. The infectious nature of the disease 
is explained to her, and she is cautioned 
regarding prophylaxis and especially as to 
the danger to the infant’s eyes from 
ophthalmia. In addition, each mother or 
the one in charge is given a card that tells 
in simple language of the infectious charac- 
ter of the disease, the method by which it 
is spread, and the necessity for observing 
prophylaxis regarding towels, toilet seats, 
etc. The necessity of continuing treatment 
until the disease is entirely eradicated is 
also emphasized. 

Intensive treatment of the cervix and 
urethra is generally necessary during the 
end stages of the disease. This treatment 
is similar in general character to that 
employed in the adult. The cervix is treated 
through the medium of a large Kelly 
cystoscope, equipped with a cold lamp. 

Among dispensary patients the services 
of an intelligent social service worker 
form an important adjunct to the treat- 
ment. If a patient does not progress 
satisfactorily, the social service worker is 
directed to visit the home, where she will 
not infrequently find that the treatment 
is not being properly administered. If a 
child fails to appear for treatment at the 
dispensary at the proper time, a postal card 
is sent to the mother or caretaker making 
an appointment for the next dispensary 
day. If the child misses the second 
appointment, the services of the social 
service worker are again enlisted. 

Whatever success the authors have had 
in the treatment of their dispensary cases 
has largely been attributable to two factors: 
(1) the routine employment of the cysto- 
scope; (2) the efficient codperation that 
has been extended to the dispensary by the 
Social Service Department of the Children’s 
Hospital. They wish to take this oppor- 
tunity to express their appreciation to Miss 
Doolittle and her assistants; but for these 
workers many cases would have drifted 
away uncured. 

The routine employment of the cysto- 
scope is of the utmost value, since by its 
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use the operator is enabled to apply 
intensive treatment to the cervix and to any 
crypts or other areas in the vagina that 
may be resistant to the medication. The 
average duration of treatment, in order to 
effect a cure, has been twelve weeks, 
although some of the authors’ cases have 
been much more resistant. The percentage 
of recurrences has however been unusually 
small (15 per cent). This they attribute to 
the follow-up of cases and the employment 
of the cystoscope. The average case clears 
up moderately quickly under regular treat- 
ment, and so-called recurrences are gen- 
erally due to an undetected and therefore 
untreated area in the cervix, or, less 
frequently, deep in the vagina, in some of 
the crypts of the lining membrane. The 
routine employment of the cystoscope tends 
to eliminate these factors. 

The treatment just described is to be 
recommended because of its simplicity and 
the ease with which it may be applied. A 
one-per-cent Dakin’s solution is too irritat- 
ing for use in acute cases, and if this solu- 
tion is to be employed during the acute 
stage, it should be reduced to 0.5 per cent. 

Dakin’s solution does not keep well, and 
if it becomes at all cloudy, it should be 
discarded. Recently the authors have been 
substituting a 2-per-cent solution of mer- 
curochrome. The mercurochrome, how- 
ever, possesses the disadvantage that it 
stains badly, but from a purely therapeutic 
standpoint it has given excellent results. 
They have also prescribed mercurochrome 
in the form of vaginal suppositories, and 
directed that the mother use these in place 
of the injection of Dakin’s solution. 

One of the disadvantages in many 
methods of treatment recommended for 
gonococcal infection in the lower genital 
tract of the young is that a watery solution 
is employed, for while this may possess 
definite gonococcal properties, it is quickly 
disseminated. This fact is well recognized 
by gynecologists and genito-urinary sur- 
geons when treating similar infections in 
the adult. To overcome this drawback 
Gellhorn (Gellhorn, G.: Jour. Amer. Med. 
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Assoc., December 11, 1920, p. 1647) has 
suggested the employment of silver nitrate, 
1.0 per cent made up with equal parts of 
lanolin and white petrolatum; Stein (Surg., 
Gyn. and Obst., January, 1923) has used a 
similar preparation, but substitutes mer- 
curochrome for the silver nitrate. The 
lanolin and petrolatum preparation is 
injected into the vagina by means of an 
ordinary glass syringe to the nozzle of 
which is attached a short piece of soft- 
rubber tubing. This form of treatment is 
quite messy, and is somewhat more difficult 
to apply than are the liquid preparations. 
The authors have employed it in a small 
series of cases, but have encountered some 
difficulty in having it properly administered 
by the mother. 

Thoroughness and regularity of treat- 
ment are of far greater value than is the 
selection of a gonococcide. In many cases 
the preliminary cleansing of the area by a 
mucus-solvent, such as Dobell’s solution, 
prior to the application of the gonococcide, 
is of distinct value. In patients in whom 
the hymenal opening is small, it is often 
advisable to incise the membrane. This 
facilitates treatment and aids drainage. As 
in all forms of gonorrhea, cleanliness is of 
the utmost importance. 

In cases that are resistant to the fore- 
going treatment the following method may 
be employed: The patient is placed in the 
extreme Trendelenburg or, better, the knee- 
chest position; the external genitalia are 
cleansed; a Skene bivalve wire urethral 
speculum is then introduced into the va- 
gina. If the lower bowel and bladder are 
empty and the child is in the proper posi- 
tion, the vagina will balloon out. The 
vagina is then thoroughly cleansed with 
absorbent cotton moistened in a non-irritat- 
ing antiseptic solution. A 1:15,000 or 
1:10,000 potassium permanganate solution 
is satisfactory and is a fairly good mucus- 
solvent. This cleansing should be done 
under good illumination, a head mirror 
being employed to throw the light into the 
vaginal canal. The vagina is next dried 
by means of absorbent cotton, followed by 
the instillation of hot air, until the vaginal 
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lining and portio vaginalis take on a glazed 
appearance. A dentist’s hot-air bulb may 
be employed for supplying the hot air. With 
the speculum in place, the child is allowed 
to slip down from the knee-chest posture 
into the Sims left lateral position, with a 
pillow placed under the hips. The patient 
is kept in this position with the speculum 
in place, and the vagina ballooned out for 
from twenty minutes to half an hour. It 
is important to see that the ballooning-out 
. of the vagina is continuous. If hot air is 
not obtainable, the child should be kept in 
the Sims position for a somewhat longer 
time. Thorough drying is essential. 

As a final step, the entire vagina, portio 
vaginalis, and external genitalia are liberally 
painted with a 2-per-cent mercurochrome 
solution or any other gonococcide that may 
be preferred. Intensive treatment is also 
applied to the cervix and urethra. This 
technique is employed three times a week, 
and in the interval the mother or nurse 
applies a 2-per-cent mercurochrome or a 
1-per-cent Dakin’s solution twice daily, as 
previously suggested. 

The method of treatment just described 
has the disadvantage of being time-con- 
suming and difficult of application unless 
a certain amount of codperation from the 
patient can be secured. In the case of 
young infants or of highly nervous chil- 
dren, it is generally impossible to employ 
this method. It has been found especially 
useful in chronic cases of long standing, 
where the patients have previously been 
treated for months or perhaps for years. 
When the treatment can be properly ap- 
plied, such cases usually clear up in about 
seven or eight weeks. 

Elsewhere one of the writers has stated 
his belief that the chronicity of gonorrhea 
in women is due to reinfection coming from 
the depths of the tissue. By means of 
treatments the surface lesions are constant- 
ly being cured, but the disease is continued 
by reinfection, due to the presence of gono- 
cocci in the deeper portions of the tissue 
and the glands. 

The vaginal lining contains a few glands, 
and owing to this fact it lends itself very 
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readily to this form of treatment. The 
rationale of the foregoing treatment is 
based upon the following points: It af- 
fords an excellent means of thoroughly 
cleansing the vagina and cervix; the cervix 
and any small areas of infection may be 
given special attention, using for their de- 
tection a head mirror in conjunction with 
the wire speculum or a cystoscope. In this 
way cervicitis may be treated efficiently. 

Room temperature is deleterious to the 
vitality of the gonococcus; desiccation de- 
stroys the organisms; the ballooning-out of 
the vagina smooths out all crypts and folds 
in the vaginal lining, and thus permits a 
very thorough cleansing and subsequent 
application of the gonococcide to be made; 
and, lastly, and perhaps of chief import- 
ance, exposure to the action of the air 
tends very definitely to develop the imma- 
ture squamous epithelium. After two 
weeks’ treatment by this method develop- 
ment of the lining membrane is usually 
quite evident. 

Every gynecologist has observed the 
thickening of the surface epithelium of the 
vagina and of the cervix that occurs in 
cases of prolapse, and the skin-like appear- 
ance of these areas after they have been 
exposed to the air for prolonged periods. 
Although the exposure to the air by means 
of the wire speculum is of much shorter 
duration, and the consequent thickening of 
the vaginal covering is not so marked, the 
same tendency toward the development of 
the squamous epithelium is observed. In 
cases of prolapse the microscope will often 
reveal the presence of a well-developed 
outer horny layer of squamous epithelium, 
such as is present in the derma. This does 
not occur in the treatment just outlined, 
but there seems to be a well-defined tend- 
ency for the vaginal lining membrane to 
assume the characteristics observed in the 
adult. 


SUMMARY OF 100 CASES OF GONOCOCCAL 
VULVOVAGINITIS. 


In each case the diagnosis was verified 
by bacteriologic examination. Prior to the 
treatment the average duration of disease 
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was four months, the shortest three days, 
the longest three years. The average num- 
ber of weeks required to effect a cure was 


twelve; the least, three; the greatest, 
twenty-six. There were altogether fifteen 
recurrences, 


The standard that has been adopted as 
representing that a cure has been effected is 
as follows: A period of three months dur- 
ing which no treatment has been adminis- 
tered, and during which there has been a 
total absence of all clinical signs of infec- 
tion as elicited by thorough examination 
and the routine employment of the cysto- 
scope and frequent bacteriologic examina- 
tion, safeguarded by use of Gram’s stain.* 


CONCLUSIONS. 


1. About 60 per cent of cases are of 
gonococcal origin. 

2. Contamination by means of toilet 
seats, towels, etc., are the most frequent 
methods of infection. 

3. The diagnosis during the acute stage 
is easy. During the chronic stage the 


demonstration of the gonococcus is often 
difficult. 
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4. All cases should be considered gono- 
coccal until proved otherwise. 

5. For film examination the Gram stain 
should be employed. During the chronic 
stage one or two negative bacteriologic ex- 
aminations by no means rule out the gono- 
coccal origin of the infection. 

6. The cervix is infected in nearly all 
chronic cases. Failure to cure the infection 
in this area is the cause of the majority of 
recurrences. 

%. The infection rarely extends above the 
cervix ; salpingitis and pelvic peritonitis are, 
therefore, of infrequent occurrence. 

8. Metastatic lesions are not uncommon. 

9. In the great majority of cases the 
disease undergoes spontaneous cure prior 
to the onset of menstruation. This is prob- 
ably due to the development of the squa- 
mous epithelium covering the vagina and 
portio vaginalis. 

10. Maldevelopments of the genital tract 
resulting from this disease are infrequent. 

11. Regularity and thoroughness of treat- 
ment combined with the intravaginal use of 
the cystoscope are of the utmost value in 
the treatment. 





Treatment of Acute Gonorrhea in Women 


BY M. W. BROWDY, M.B., CH.B. 
Memb. M.S.S.V.D., London,,W. 


Acute gonorrhea in women is a subject 
of vast importance to the general practi- 
tioner, for usually it is he who sees these 
cases first, and it is highly important that 
he should recognize the condition and treat 
it skilfully; for in the early stages the 
disease is readily curable. Once secondary 
infection is allowed to take place, and the 
condition become chronic, formidable com- 
plications supervene and the disease con- 
tinues with exasperating tenacity. One can- 
not insist too forcibly that the practitioner 
should at least suspect gonorrhea in every 





1A portion of the material embodied in this report 
has been utilized by the authors in a previous study. 


woman, married or single, who presents 
herself complaining of vaginal discharge, 
or sudden burning pain on urination. Thus 
many a disaster may be averted. 

For practical purposes one can divide the 
disease into two classes: the acute or sub- 
acute, and the chronic. The latter, in my 
opinion, is due to an undiagnosed focus of 
disease, whether it be infection of Bar- 
tholini’s glands, Skene’s tubules, urethra, 
cervix, uterus, etc., or a true reinfection. 
Repeated reinfections, as from a diseased 
husband, are naturally incurable unless both 
are treated. 

The condition can be considered acute a 
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week from the onset and subacute within 
three weeks, and for therapeutic purposes 
these cases I class as one. 

The local lesions produced by the gono- 
coccus occur in two groups affecting the 
external and internal reproductive organs 
respectively. The vagina separates these 
two regions, and by virtue of its epithelium, 
absence of glands and acid secretion is not 
easily infected by the gonococcus, and so 
often acts as a barrier to the spread of 
disease to the cervix, thus localizing the 
condition to the external organs. Once, 
however, the cervix is involved the gono- 
coccus may spread rapidly over the mucous 
lining of the cervix to the uterus and fal- 
lopian tubes. 

Thus the condition may present itself as 
an acute vulvitis with infection of Bar- 
tholini’s glands and with or without an 
acute urethritis, or simply a cervicitis. 
Finally, both internal and external groups 
may be involved together. 

It is important to note that in women the 
rectum may be infected. Proctitis is more 
common than is usually suspected ; it is due 
to direct spread of infection from the vulva 
and often acts as a source of reinfection 
of the genito-urinary tract. 

It is on account of the numerous foci of 
infection that cure is so difficult to obtain. 
Each focus must be separately treated, and 
so it is essential that the medical attendant 
have full control and codperation of the 
patient. That is best obtained in a hospital 
or nursing home. Haphazard methods as 
douching and tampons are useless. 

In order to make a correct diagnosis, the 
patient, without cleansing herself or passing 
urine for four hours, is placed in the lith- 
otomy position, the labia are separated, and 
two specimens of secretion are taken up by 
means of a platinum loop on to slides. The 
urethral meatus is then inspected, and if 
pus is present other specimens are taken; 
if not the finger is passed into the vagina 
and the urethra milked outwards; often a 
specimen can thus be obtained. 

Bartholini’s ducts are next examined, and 
note is made if they are inflamed or pout- 
ing. The external genitalia are then swab- 


bed with a mild antiseptic and a Fergus- 
son’s speculum is inserted into the vagina 
and the cervix investigated; specimens of 
the secretion are also obtained from there. 
The slides obtained from the vulva, urethra 
and cervix are dried and stained in the 
usual way and examined for gonococci. 
Failure to find the organism should not 
deter one from further search, and absence 
does not exclude gonorrhea if the clinical 
symptoms are obvious. 

Having noted carefully the foci of infec- 
tion, I usually order the patient a hot sitz 
bath, containing lysol; then, after placing 
her in the lithotomy position, I swab the 
external genitalia with a solution of acri- 
flavine (1:1000). If the urethra is in- 
volved that is also very carefully swabbed 
by means of a little cotton-wool on the end 
of a probe dipped in that solution. A Sims 
speculum is next inserted into the vagina 
and that cavity similarly treated. When 
the vagina is thoroughly cleansed a Fer- 
gusson’s speculum is inserted and the cer- 
vix exposed, and if this is involved the 
secretion is wiped away and a cotton-wool- 
tipped probe, dipped in acriflavine (1:500) 
and normal horse serum (or acriflavine and 
glycerin), is passed through the external 
os into the cervical canal, care being taken 
not to go beyond the internal os. I combine 
acriflavine with horse serum for reasons I 
have described elsewhere.1 The glycerin 
added to acriflavine, by virtue of its hygro- 
scopic action, produces a flow of serum, 
thus bringing to the surface embedded 
gonococci. Injections, by means of a 
syringe, into the uterine cavity should never 
be adopted. 

After the cervix has been treated and 
the speculum is withdrawn, the index- 
finger is passed into the vagina and Bar- 
tholini’s gland is felt and gripped between 
finger and thumb and gently massaged, so 
as to expel contents. Thus, if the duct is 
involved, may be prevented involvement of 
the gland proper. A fine wire probe is now 
taken, dipped in acriflavine solution, and 
passed into the duct. I deprecate the in- 
jection of chemicals into blind ducts. In 
the vestibule on both sides of the urethral 
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meatus there are numerous little follicles 
which may be infected and are often over- 
looked. They may be the source of re- 
peated reinfection. It is best to express 
their contents by passing a finger into the 
vagina and massaging outwards. The 
vestibule is next swabbed with the anti- 
septic. 

The vaginal cavity is now packed with 
dry acriflavine gauze. The packing aids 
draining from the cervix by capillary ac- 
tion; it separates the surfaces and opens 
out the vaginal folds; it further permits of 
a continual action of the antiseptic, whose 
potency increases the more serum it ab- 
sorbs. It also prevents the formation of 
condylomata by absorbing discharges and 
obviates the vaginal cavity acting as a cess- 
pool. At first the vaginal epithelium is re- 
sistant to the gonococcus, but later if no 
precaution is taken small erosions are 
likely to occur. The germ then can easily 
penetrate the mucosa and a true vaginitis 
occurs. 

Finally, if one is to prevent reinfection 
from the urethra to the cervix and vice 
versa, packing is essential. 

A pad of acriflavine gauze is next placed 
between the labia, but if there is much pain 
and irritation of the vulva, cotton-wool 
soaked in lead and opium lotion is used 
instead. The patient is advised to do this 
herself after each micturition, as otherwise 
infection spreads rapidly over the vulva. 

This treatment is carried out twice daily, 
but if that is impossible in ambulatory 
cases, once a day is the minimum. The 
patient must rest, as walking chafes the 
labia and disseminates the discharge. In 
the cases in which treatment is only carried 
out once a day I insert a bougie composed 
of acriflavine (1:1000) into the urethra. 
By the end of ten or twelve days the dis- 
charge usually ceases. The urethra is then 
dilated gently with metal bougies, and while 
the instrument is in position the urethra is 
massaged from below with the finger in the 
vagina. If the discharge still continues 
from the urethra, it is advisable to insert a 
speculum and inspect Skene’s tubules. If 
they are diseased I destroy them with the 
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cautery or electrolytic needle. Caustics and 
irritating injections fail and only aggravate 
the condition. If the ducts of Bartholini 
or the vestibular follicles fail to improve I 
destroy them likewise. 

When the discharge has ceased, lactic 
acid pessaries are then prescribed, one to 
be inserted night and morning. These act 
as a fair substitute for the normal vaginal 
Déderlein bacillus. 

I have never found vaccines of much 
benefit ; the detoxicated variety, in my opin- 
ion, are so detoxicated as to be inert; any 
benefit accruing from their use is due to 
the action of repeated injections of the pro- 
tein they contain. I have quite recently 
reported exceedingly encouraging results 
from the use of a non-specific protein.? 
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Concerning Angina Pectoris. 


Brooks, in Northwest Medicine for July, 
1923, believes that it is important, so far as 
possible, to lessen the frequency and sever- 
ity of the attacks, even if need be by the 
use of habit-forming drugs and by seem- 
ingly overcare in the attempt to mitigate or 
eliminate those factors which seem in any 
given instance to precipitate the attacks. 
This is very important, for he is convinced 
that such a thing as an anginal habit may 
be formed; that the bars of resistance 
against attacks are lowered by their fre- 
quency, and that frequency breaks out 
habit paths of lessened resistance, so that 
as the case goes on less and less of a 
detonating charge causes the explosion of 
the fully developed attack. 

Along this line of thought, just a few 
words as to study and attempted treatment 
of the pathology basically at fault. This is 
of course best illustrated in cases of syph- 
ilis, in which vigorous antisyphilitic treat- 
ment may entirely remove the cause. This 
is also true in some cases of gout, in some 
cases of rheumatism, and he also firmly 
believes that full dosage of the iodides may 
in some instances of arterial disease of 
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_ non-luetic origin entirely check or eliminate 
the basic disease. The use of arsenic, prob- 
ably best in full doses, also seems a legiti- 
mate experiment for this purpose. 

Where the precipitating cause of the 
paroxysm seems to be an exhausted. or 
overstrained heart muscle, digitalis or stro- 
phanthus in appropriate dosage may lessen 
or check attacks. On the other hand, 
Brooks is convinced that sometimes drugs 
of this nature increase the occurrence and 
severity of the attacks. Simply in these 
instances he has failed in his experiments, 
for he knows of no certain way in which 
we may determine these cases except by 
experiment. 

Where decreased cardiac irritability 
seems to be a productive factor, why not 
strychnia or caffeine? He knows we will 
find. in some cases, especially those after 

‘ tobacco or influenza, that these drugs lessen 
and influence favorably subsequent attacks. 
Atropine has also apparently helped some 
of his cases in this respect. Were they 
perhaps instances of bundle disease? He 
believes, also, that in cases after or during 
the acute infections arsenic may sometimes 
help in diminishing the anginal paroxysms. 

In hypertensive cases, the bromides, 
chloral, and the nitrites, given perhaps in 
small but long-continued doses, have a 
beneficial effect. In those very numerous 
cases in which emotional excitability seems 
to play an important exciting role, the 
bromides, chloral, luminal and cannabis 
indica have apparently helped some of his 
patients. 

Generally rest is an almost universal 
preventive. There are, however, excep- 
tions. Some men get more real emotional 
rest by being allowed to carry on some of 
their business affairs than by being put to 
bed and interdicted all matters of live in- 
terest to them. The author recalls the case 
of a man whose business affairs were in 
a very critical state and whose domestic 
anxieties, especially in view of his early 
expected death, were matters of critical 
distress to him. While he kept the patient 
in bed, forbade all business discussions and 
treated him as he was, a really critically ill 
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man, attacks of angina were very frequent 
and extremely ungovernable. As he began 
to allow him more and more liberty, finally 
permitting him to put in seven hours in his 
office daily, attacks became less frequent, 
less severe; he got a great deal of real 
pleasure out of his life, and so managed his 
complex business that ten years later, when 
he dropped dead seated at his desk, he was 
able to leave his family in comfort and 
security. He believes that this was good 
therapeutics for his case, and there are 
doubtless many similar ones. 

Brooks is sure that he has pursued this 
line of thought long enough to convey to 
his readers his ideas, though one might go 
on almost indefinitely with similar instances 
and similar protective or preventive meas- 
ures which apply to individual persons. 

As to the management of the immediate 
attack. If we can entirely convince a 
patient that the anxiety and terror of the 
attack in their severity just so much the 
more endanger life, some of these patients, 
for we are in the main dealing with men of 
good intellect, are able to develop a philoso- 
phy which will minimize to a considerable 
degree this dangerous phase of the attack. 
A healthy spirit of fatalism is desirable, as 
“a man never dies until his time comes ;” 
“if I am to die, I shall die, if not I shall 
not.” A doctor told him that he was able 
to lessen his emotional stress by the 
thought that at least he would not have to 
call again on certain disagreeable patients 
were he to die .in the attack then in 
progress. Religious philosophy, resignation 
and comfort are of more than speculative 
benefit, and the teachings of Christian sci- 
ence beyond any doubt lessen this very 
dangerous element in many anginal attacks. 
Most of us have found that there is just 
one drug which heals practically all cases 
of acute angina. This is morphine. Its 
early use makes a maximum dose usually 
unnecessary. It gives the patient thereafter 
a sense of confidence in relief, and it elimi- 
nates as does nothing else the dominant 
sense of terror which Brooks has tried to 
show is the most constant and distressing 
feature of the individual attack. 














A WORD ABOUT ORGANO- 
THERAPY. 





The subject of organotherapy has been 
of intense interest to the medical profes- 
sion of late years, although many have be- 
lieved in it since very early times. It may 
be said that Murray’s work, in introducing 
the thyroid gland as a therapeutic agent, is 
to some extent responsible for the great 
vogue which now exists in connection with 
the administration of dried ductless glands 
or extracts of them in the treatment of 
pathological states. It so happened that 
' the thyroid gland met therapeutic indica- 
tions for which we had hitherto no remedy 
whatever, and it also chanced that this 
gland can be taken by way of the stomach 
and not be so altered by the digestive juices 
that its therapeutic efficiency is impaired. 
These facts have given rise to the thought 
that other glands can be taken by way of 
the mouth and that when so taken they will 
be efficacious, a belief which unfortunately 
is not founded upon fact. 

At a recent meeting of the Royal Society 
of Medicine of London, a number of papers 
were contributed to the Proceedings dealing 
with this subject, the first paper being that 
by Swale Vincent, who presented a 
very rational summarization of glandular 
therapy. This summarization may be said 
to fairly represent the opinion of most of 
those in the profession who have studied 
this matter without undue enthusiasm, 
although without doubt there are others 
who would consider that Vincent is a pes- 
simist and that his views are far too 
conservative. He particularly condemned 
the use of mixed preparations—that is to 
say, compounds of various glands—and 
used the following words, which are inter- 
esting in themselves and possess value as 
indicating his mental attitude: “The unten- 
able hypothesis that the secretion of the 
chromaphil tissues maintains or helps to 
maintain the tone of the blood-vessels and 
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the normal blood-pressure has given rise to 
the whole fabric of vagotonia and sym- 
pathicotonia so dear to credulous physi- 
cians, and has even stimulated some 
imaginative authors to give names to 
non-existent hormones.” 

Vincent believes that there is very little 
scientific evidence to support most of the 
organotherapy of to-day, and also seems 
to think that if any effect is produced by 
the administration of some of these 
products, it is an effect similar to that 
which might be induced by certain food- 
stuffs or foreign proteins. He specially 
warns us against the relationship between 
post hoc and propter hoc and cites an 
illustrative case to show that the mere 
administration of any medicine produces a 
result by influencing the imagination of the 
patient, and possibly that of the doctor. 

Admitting in general terms the value of 
thyroid extract or the thyroid gland itself 
he proceeds to a consideration of para- 
thyroid medication. He seemingly does 
not believe that these glands are of any 
therapeutic value, except after operations 
upon the thyroids or parathyroids, when 
they may have a specific effect. 

So, too, he has little confidence in the 
therapeutic value of pituitary extracts, 
except for their influence in conditions 
which he does not believe to be related to 
the primary or the real function of the 
organ. That they are powerful stimulants 
of the uterus and all smooth muscle he does 
not deny, but that we have any reasonable 
arguments for the administration of pitui- 
tary medication on the ground of pituitary 
insufficiency he doubts. 

So, too, while recognizing the value of 
adrenalin and its very great usefulness for 
the purposes for which it is commonly 
employed, he asserts that in disease of the 
suprarenal bodies it has proved singularly 
disappointing. Its value, in other words, 
does not represent a form of substitution 
therapy in the sense that the use of thyroid 
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gland in myxedema is substitution therapy. 
Vincent closes his statement with the asser- 
tion, which is now generally recognized as 
true, that adrenalin when administered by 
the mouth, except for its local effect upon 
the mucous membrane, has no effect of any 
kind in health or disease. He is distinctly 
pessimistic as to the value of testicular and 
ovarian medication, and sums up all his 
conclusions by the statement that we have 
no clear instances of the substitution 
therapy except the solitary one of the 
thyroid. 

Murray, who followed him, regretted 
the enthusiasm of some speculative writers 
upon this subject. Dividing the glands into 
incretory and excretory, and pointing out 
that the products of both may have a 
physiological influence, and that some 
glands have both an internal and an 
external secretion, he cites clinical observa- 
tions made over a period of many years 
and considers that 10 minims of the solu- 
tion of thyroid of the British Pharma- 
copeeia of 1898, or five grains of the fresh 
gland, is a sufficient daily dose to maintain 
health after complete atrophy of the 
thyroid. Murray is not so pessimistic in 
regard to the usefulness of the parathy- 
roids as is Vincent, believing that a tenth 
of a grain of the dried gland by the mouth 
is efficient in the regulation of calcium 
metabolism. 

While emphasizing the value of pituitrin 
when given subcutaneously, he recognizes 
that its use as a substitution agent has 
failed in cases in which it has been thought 
that the pituitary gland was inactive, and 
adds that so far as the gonads are con- 
cerned there is very little satisfactory 
evidence to show that either testicular or 
ovarian preparations have any therapeutic 
action when injected or taken by the mouth. 
He makes the interesting statement in 
regard to adrenalin that he knows of a 
patient who has received almost daily doses 
of as much as fifteen minims of adrenalin 
solution for more than fifteen years for the 
control of asthma without any influence 
upon the blood-pressure. 
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Finally, we find quite a long paper by 
Grove in connection with parathyroid 
treatment. So far as we can see he does 
not claim that the parathyroids have any 
direct therapeutic value, but indirectly he 
is very sure that they influence what he 
calls calcium metabolism. To say that he 
is enthusiastic in regard to the results that 
he has obtained is to express the matter 
feebly. Indeed it might be said that he 
regards the parathyroids as a remedy for 
a very large number of conditions because 
of their influence upon the quantity of 
calcium in the body. Grove claims that 
the use of parathyroid gland in the dose of 
one-tenth of a grain daily, by restoring to 
normal the calcium content of the blood, 
results in a cure of many pathological 
states. Thus he recommends its use in 
early cases of varicose ulcer; in instances 
of focal infection, as, for example, in 
pyorrhea; in gastric and duodenal ulcer; 
and in acute phlebitis with oral sepsis. 
Furthermore, Grove states that an analysis 
of the blood often will show that cases 
suffering from bed-sores and severe burns 
have a calcium deficiency which can be 
corrected by the use of the parathyroid 
gland, although it would appear from his 
text that he more commonly administers 
calcium chloride in these cases than he 
does gland itself. He also asserted that in 
acute rheumatism a calcium deficiency is 
found, and records other cases covering so 
wide a field in medicine that one can 
scarcely avoid doubting the correctness of 
his clinical observations, since he goes so 
far as to speak of improvement in herpes 
zoster, pernicious anemia, carcinoma, and 
infections of the bladder under this treat- 
ment. 

Grove asserts that parathyroid has shown 
a definite remedial action in all chronic 
cases of calcium deficiency, but he admits 
that it is not a “cure-all” and with our 
present knowledge cannot be considered a 
cure for any disease, but on the other hand 
is to be regarded as a physiological aid 
which will be advantageous if the focus 
of infection can be removed. 
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While the entire discussion, to which 
we are drawing attention, is of more than 
usual interest because of the prominence of 
the participants, nevertheless when we sum 
the matter up we find ourselves about 
where we were before; that is, midway 
between the pessimistic views of Swale 
Vincent, the fairly optimistic views of 
Murray, and the extraordinary enthusiasm 
of Grove. 





THE TREATMENT OF GENERAL 
PARESIS BY MALARIAL 
INFECTION. 





General paresis is a condition so com- 
‘monly met with, because of the great 
frequency of specific infection, and runs a 
course which in so many cases is inevitably 
fatal either as to intelligence or to life, that 
the introduction of any new method of 
treatment even when it seems crude and 
unusual inevitably attracts attention. 

During the last two years a number of 
communications have appeared in medical 
journals describing one or more cases of 
paresis which were treated by inoculating 
the patients with the malarial parasite, 
choosing, of course, a benign type. One of 
the most interesting reports of this kind 
has recently appeared in the British Medi- 
cal Journal in which Templeton, who is the 
Assistant Medical Officer in the City of 
London Mental Hospital at Dartford, 
quotes a considerable amount of literature 
and gives his own observations concerning 
this plan. He first points out that there 
seems to be evidence that fever, infectious 
or artificially produced, may to some extent 
influence the manifestations of paresis. 
Chemical substances, toxalbumins and the 
incidence of acute disease have all been 
found to possess some influence, and when 
Pilez employed tuberculin his records 
showed a remission of the paretic symp- 
toms in 26 per cent of his cases, eight of 
whom remained well three years after 
treatment. Templeton points out that the 
percentage of remissions after malarial 


infection is even greater, and states that 
during a recent visit to Vienna he had the 
opportunity of studying a considerable 
number of these patients. 

The plan followed is to withdraw from 
2 to 4 cc of blood from the vein of a 
patient suffering from benign tertian ma- 
laria and then inject it intramuscularly. It 
seems to make little difference whether the 
febrile stage is present or not in the 
efficiency of this blood. The patient, 
usually within a week, develops typical 
attacks of malaria and he is permitted to 
suffer ten to twelve such attacks, after 
which the malarial infection is cured by 
the administration of quinine in the dose 
of fifteen grains for three consecutive days 
and then seven grains for four days. 

It is worthy of note that these doses of 
quinine seem to be adequate, for the inter- 
esting question arises as to whether this 
would always be true and as to whether in 
a certain proportion of cases the physician 
might not have on his hands a patient who 
was suffering from two maladies rather 
than one, if perchance this plan of treat- 
ment failed to benefit the paretic symptoms. 

The statement is made that during the 
febrile attacks of malaria there is an 
accentuation of the mental symptoms con- 
sisting mostly of auditory hallucinations 
and delusions of persecution, but in the 
majority of cases these symptoms have a 
tendency to disappear soon after the fever 
diminishes. 

Of 330 cases treated up to February, 
1923, complete observations were made in 
only 296, and it is claimed that only 202 
showed remissions of varying degree and 
112 presented complete remission with 
disappearance of mental disturbance and a 
return to former business capacity, and this 
in spite of the fact that many advanced 
cases were included in the list. Three 
patients who were treated in 1917 are still 
actively employed at business and show no 
signs of relapse. In 17 the remission has 
lasted from two to three years and in 34 
one to two years. Out of a total in which 
complete remission has been claimed only 
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three have relapsed or shown any tendency 
to relapse, yet in all of these the disease 
was far advanced when treatment was 
instituted. 

The method has not only been used in 
the Vienna Clinic, but elsewhere in Ger- 
many, and Templeton quotes Weigandt as 
having treated fifty cases with remission 
in 88 per cent, and good remissions 
so-called in 48 per cent. The remissions do 
not immediately recur, but are gradual in 
their development. 

One difficulty in the way of treatment has 
been to find a patient as a donor who 
was non-syphilitic and who had a benign 
infection, but with characteristic German 
boldness we are informed that under these 
circumstances this clinician has carried on 
the infestation from one paretic to another 
when in an original case the malarial 
infection was not to be had, which pro- 
cedure is considered justifiable on the 
ground that each paretic patient has already 
been proved to be a subject of syphilis. 

It is claimed, we are told by Templeton, 
that in cases of short duration entire 
success can be predicted with almost abso- 
lute certainty, but he well adds this 
qualifying sentence, to-wit: “This asser- 
tion can only be determined by wide-spread 
trial of the method.” 

An interesting point in connection with 
this report is the statement made that 
following upon the febrile attacks and 
following the quinine treatment, weekly 
doses of neosalvarsan are administered in- 
travenously, commencing with 0.3 gramme 
for six doses, followed by 0.4 gramme, 
and then four doses of 0.6 gramme. The 
question naturally arises as to how much of 
the ultimate recovery or benefit is due to 
this arsenical treatment and how much is 
due to the malaria. Admitting that further 
trial must be made before definite results 
can be achieved, it is not to be forgotten 
that acute illness, accident, and operative 
procedures upon other portions of the body, 
or even the administration of a general 
anesthetic, may at times induce alterations 
in the course of chronic diseases, whether 
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they be affecting the nervous system or 
other parts of the body. 

We presume that there must be oppor- 
tunities afforded medical men in areas 
where malarial infection is prevalent to 
study the effects of this infection upon 
patients suffering from paresis who may by 
chance be infected by the mosquito rather 
than by subcutaneous injection on the part 
of the medical attendant. If it is shown 
that under these circumstances little or no 
benefit results from malarial paroxysms 
the natural conclusion will be that the 
benefits to which we have referred result 
from the use of neoarsphenamine or from 
the injection of foreign blood rather than 
from the effect of the malarial toxin. 





A NOTE ON ACETYLSALICYLIC 
ACID. 





Upon the introduction of acetylsalicylic 
acid into therapeutics, it was claimed that 
one of its advantages lay in the fact that it 
was insoluble in the stomach but was ab- 
sorbed in the small intestine, and that for 
this reason, as well as others, it was supe- 
rior to the ordinary salicylates when the 
question of gastric irritability had to be 
considered as an important factor in a case. 

Recently Hanzlik and Presho have re- 
ported upon this matter in a research pub- 
lished in the Journal of Pharmacology and 
Experimental Therapeutics. They claim 
that the setting free of salicylic acid is just 
as great in gastric juice as it is in the 
intestinal juices. Their conclusions are in 
accord with our own clinical experience, 
namely, that acetylsalicylic acid has a very 
distinctly irritating effect upon the stomach 
in some patients. Furthermore, their re- 
search would seem to prove that acetyl- 
salicylic acid is not broken up except in 
comparatively small quantities before or 
after it is absorbed, because as much as 
from 8 to 36 per cent of the acetylsalicylic 
acid administered is eliminated in the urine. 

Why this compound should have greater 
pain-relieving power than the older salicy- 
lates has so far as we know never been 
explained. 
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DUODENAL ALIMENTATION. 





Now and again physicians meet -with 
cases in which it is advisable or necessary 
to maintain nutrition notwithstanding the 
fact that the stomach is in such a condition 
that the ordinary ingestion and digestion of 
food is out of the question. Under these 
circumstances gastroenterologists are in the 
habit of resorting to the duodenal tube, 
through which is passed food easy of diges- 
tion in the duodenum, or food which has 
been partially predigested before it is ad- 
ministered. 

An interesting and practical article upon 
this subject has been recently published by 
Friedenwald and Wiest in the New York 
Medical Journal, who state that the best 
- time for the use of the duodenal tube is in 
the morning when the stomach is in a 
fasting state. This is opposed to the view 
held at one time, that the tube should be 
placed in the stomach at night and remain 
in position, so that it would find its way 
into the duodenum by the following morn- 
ing. The time necessary for the tube to 
reach the duodenum, when it is taken on 
a fasting stomach in the morning, they 
state to be from twenty to forty minutes. 
The distance which the tube first enters 
in an adult is to the 55 cm. mark. A few 
swallows of water are taken to increase 
peristalsis; the patient lying on his right 
side makes slow swallowing movements, 
which gradually result in the passage of 
the tube to the 75 cm. mark. These 
slow swallowing movements, as originally 
pointed out by Lyon, are an important fac- 
tor in hurrying the end of the tube to its 
destination. When the x-ray is not em- 
ployed to determine its entrance into the 
duodenum, a glass syringe is attached to 
the outer end of the tube and gentle suction 
is made, when, as a rule, a light golden 
yellowish fluid appears, which may be 
amber in hue or occasionally turbid, and 
which possesses an alkaline reaction, al- 
though sometimes it may be neutral or even 
acid, 

Still another method to determine the lo- 
cation of the tube used by Friedenwald 
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and Wiest is to inject a syringe barrel of 
air through the tube, when, if the tube has 
not passed the pylorus, a loud gurgle is 
heard, and on the other hand, if it has 
reached its destination, the gurgle is much 
fainter and scarcely audible. So, too, if 
the tube is in the stomach a withdrawal of 
the piston of the syringe will bring up air 
without difficulty, whereas if the end of 
the tube is in the duodenum no air can be 
obtained. . 

In cases in which there is great irritabil- 
ity of the stomach, with constant vomiting, 
it is wise to quiet the patient by a hypo- 
dermic injection of codeine or morphine 
and pass the tube at night, so that it may 
gradually slip into the small bowel. The 
foods used are commonly mixtures of milk, 
sugar and raw egg prepared with sufficient 
care to see that there are no particles large 
enough to clog the tube. The quantity 
administered every two hours is usually 100 
cc, giving from 7 to 8 a.M. to 10 or 11 P.M. 
If well tolerated the quantity may be in- 
creased to 300 cc. By this means the 
patient will receive a sufficient number of 
calories to maintain nutrition. The food 
should be warm. Care should be taken 
that it is not too hot. At the end of the 
feeding a syringeful of water at body 
temperature should be injected to wash out 
the tube, after which, by means of a pet- 
cock or pressure with the fingers, the tube 
should be occluded, the syringe filled with 
air, once more connected with the tube, 
the occlusive pressure removed, and the 
tube emptied by injecting air into it. 

In instances where milk and sugar of 
milk are not well tolerated, various broths 
may be administered, or malted milk used, 
and cream may be added to ordinary milk 
to increase its nutritive properties. Fried- 
enwald and Wiest assert that never in their 
experience has the metallic bulb on the 
end of the tube produced any ulceration or 
erosion. If the tube is kept in place for a 
considerable number of hours, an antiseptic 
mouth-wash is given the patient to prevent 
oral sepsis. 

Concerning the special conditions in 
which duodenal alimentation seems to me 
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mostly indicated may be mentioned gastric 
ulcer, under which circumstances the ordi- 
nary medicinal means of treating ulcer 
may be maintained. In some cases of duo- 
denal ulcer and in other instances where 
there is marked loss of appetite and refusal 
of food on the part of the patient, duodenal 
feeding of food is advantageous. So too 
it has been employed with advantage in the 
pernicious vomiting of pregnancy. Here 
again it is wise to give a hypodermic injec- 
tion of cocaine or morphine in the evening 
and allow the tube to pass into the duo- 
denum during the patient’s sleep. Post- 
operative vomiting has also been treated by 
this means. 

Friedenwald and Wiest also record cases 
of marked atony, emaciation and viscerop- 
tosis treated by this method. The cases 
in which it would seem to be really of 
most advantage have been those of ulcer 
with intense vomiting, nausea, and recurrent 
hemorrhage, and which have not yielded 
to other forms of feeding and treatment. 
In the opinion of these authors, the intro- 
duction by Einhorn of duodenal feeling has 
proved in many instances a life-saving pro- 
cedure and one of the most useful thera- 
peutic measures developed in recent years. 





CAUSE OF DEATH IN INTES- 
TINAL OBSTRUCTION. 





This subject has been one which for 
years has occupied the attention of the pro- 
fession and has occasioned many intensive 
laboratory researches, nor has there re- 
sulted from observation or research a con- 
clusion which has been accepted unquali- 
fiedly by the majority of the profession. In 
the earlier days the death of those suffer- 
ing from acute intestinal obstruction was 
attributed to peritonitis, the practitioner 
being content to go no further, the peri- 
tonitis being in his mind due to the leakage 
of infecting organisms through the gut. 
When acute obstruction was attended by 
strangulation this inference was in the main 
correct. He could not, however, explain 
on this basis those deaths which occur with- 


out marked interference with vascularity 
and without peritonitis. 

The second theory, to which there were 
and still are some adherents, was to the 
effect that if death occurred in the absence 
of peritonitis it was due to cerebral anemia, 
a form of what was called in the olden 
times “bleeding to death into the vessels 
themselves,” a local congestion at the ex- 
pense of the nerve centers. 

A third concept which has been growing 
in strength, and which seems to be reén- 
foced both by clinical experience and ex- 
perimental work, is to the effect that toxins 
are formed in the obstructed portion of the 
gut, and that death ensues as the result of 
toxic absorption. It has been well estab- 
lished that the higher in the intestinal tract 
obstruction is placed the more rapid the 
death, and this death may occur without 
the faintest sign of peritonitis. Therefore 
it is important to learn so far as is possi- 
ble the source of these toxins and the 
method of their production. 

The laboratory worker has shown that if 
a loop of the duodenum is isolated and 
closed at both ends, even though the cir- 
culation be not interfered with, there re- 
sults invariably a toxic death within a few 
days. If this isolated loop be irrigated 
there is a longer survival. If the loop be 
taken from the lower ileum and not from 
the duodenum the animal may live for 
weeks or months, death ultimately ensuing 
from bursting of the loop and peritonitis. 
Further, if the contents of the isolated 
duodenal loop be ‘injected either into the 
blood stream or the peritoneum of another 
animal there results a rapid toxic death. 
Still further the immunizing against this 
toxin can be secured by the injection of 
gradually increasing doses. 

This would seem to prove, and beyond 
peradventure, that death from obstruction 
is toxic. Dehydration and peritonitis occur 
as secondary factors incident to toxemia. 

As to the source of the toxin it has not 
yet been determined. It is certainly the 
result of protein disintegration. It is 
probably not derived from the food. There 
is no convincing reason to believe it is of 
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bacterial origin. It may be, as suggested 
by Draper, that it is a normal secretion of 
the duodenum and its appendages, the liver 
and pancreas, which normally is detoxi- 
cated in its passage down the jejunum and 
ileum. 

As corroborative of the theory, Draper 
found that if dogs with duodenal obstruc- 
tion were fed with the mucosa of jejunum 
or ileum of normal dogs life was sustained 
for about twice as long as was the case in 
dogs not thus fed. 

It has further been shown that the toxins 

of obstructed loops which cause rapid death 
on intravenous or intraperitoneal injection 
are harmless when introduced into the 
intestinal tract of normal dogs. 
. Pringle (Lancet, July 14, 1923) calls at- 
tention to “the close resemblance resulting 
between the symptoms of acute pancreatitis 
and those of high intestinal obstruction, 
especially as it has been shown by the fol- 
lowing experiment that the presence of pan- 
creatic secretion in the duodenum is neces- 
sary for the production of the toxin: (1) If 
the duct of the pancreas be tied, and then 
some weeks later high duodenal obstruction 
be produced, the dog will live about twice 
as long as when the pancreatic secretion is 
reaching the duodenum, and that under 
these conditions a choline—not a proteose 
—is found in the loop. (2) Obstruction 
immediately above the pancreatic duct is 
much less rapidly fatal than obstruction 
immediately below. As regards the role of 
the bile, Draper showed that the rapidity 
of death from duodenal obstruction was 
not influenced by the presence or absence 
of bile.” 

Pringle further observes that “while the 
duodenum is the site of maximum toxicity 
in obstruction, yet the poisonous substances 
are developed lower down in the intestine, 
and it is probable that in the production of 
these toxins bacterial action plays an 
important rodle—a role which increases in 
importance the lower down the obstruction 
occurs.” 

“The great majority of surgeons, as the 
result of clinical experience and quite 


‘of paresis, producing obstruction. 
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apart from any experimental work, are 
agreed that toxemia is the chief cause of 
death in intestinal obstruction. Again, all 
are agreed as to the great benefit of large 
saline infusions in obstruction cases—a 
benefit which can be better explained by 
the toxemic than by the systemic dehydra- 
tion theory. Still more strongly in favor 
of the toxemia theory is the fact that 
stomach lavage, useful as it is in all 
obstruction cases, is most useful in acute 
dilatation of the stomach. Post mortem, in 
most fatal cases of this condition, the 
duodenum is also distended, so that the 
functional obstruction, whatever its cause, 
almost exactly reproduces the conditions of 
many of the experiments on which the 
toxemic theory is based, and the benefit of 
lavage may therefore be explained by the 
removal of the toxins generated. The 
same remarks apply to the well-known 
good results following lavage in those 
cases, sometimes following gastroenteros- 
tomy, where there appears to be a 
temporary obstruction (probably func- 
tional and due to trauma at the operation) 
to the onflow of the gastric and duodenal 
contents. 

“In strangulation we have two distinct 
conditions: a closed loop from which the 
circulation is cut off, and, above that, a part 
of the intestine in a condition of simple 
obstruction. Toxins, if formed in the 
closed strangulated loop, cannot be freely 
absorbed, while death occurs in some of 
these cases long before there is time for 
any great amount of toxin to be developed 
in the simple obstructed intestine above the 
strangulated portion. Such deaths must be 
due to shock. 

“There are three factors at work in 
acute peritonitis: (1) shock; (2) septic 
absorption from the peritoneum; and (3) 
toxemia from the intestine, the involved 
part of which is generally in a condition 
These 
three factors must be constantly increasing 
as the inflammation spreads. If the shock 
and toxemia be combated, there is a possi- 
bility of prolonging the patient’s life suffi- 
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ciently to give the wonderful fighting 
powers of the peritoneum a chance of 
dealing with the infection.” 

Pringle drains the obstructed gut by 
puncture and the passage of a No. 12 soft- 
rubber catheter secured by a catgut stitch; 
two inches of the catheter are then infolded 
by sewing the intestinal wall over it, the 
proximal end is passed through a hole in 
the omentum and is brought out through 
the abdominal wall, and is attached to a 
tube draining into a bottle. This catheter 
not only drains the gut but makes possible 
the introduction of saline and glucose. 
When the catheter has fulfilled its function, 
the removal is followed by prompt closing 
of the opening. 





EXOPHTHALMIC GOITRE. 





Perhaps there is no single subject in 
medicine or surgery more intensively 
studied than exophthalmic goitre. Walton 
(Lancet, August 11, 1923) has excellently 
summarized the present state of knowl- 
edge with the premise that there are so 
many gaps in our knowledge of this mys- 
terious disease that agreement is far from 
being reached as to its nature and cause. 
He describes three types: the colloid, the 
vascular, and the nervous. This last type is 
more common in people of middle age, or 
something before it, and does not usually 
present a large tumor; indeed, there may be 
no tumor at all. In all these types there is 
great cellular hyperplasia and extreme vas- 
cularity. 

The proportion of involvement of 
women as compared to men is about 10 to 
1; heredity seems to exert no marked 
influence. 

Graves’s disease is rare in young chil- 
dren; the age of onset is usually between 
fifteen and twenty-five. While it is true 
that infections produce a cell hyperplasia in 
the thyroid entirely similar to that found 
in Graves’s disease, this secondary hyper- 
plasia is rarely accompanied by toxic 
symptoms. The weight of evidence is to 


the effect that the symptom-complex of 
exophthalmic goitre is due to an overacting 
and overgrown gland so far as its secreting 
elements are concerned, resulting in an 
excess of secretion which may be normal 
or may be perverted. 

Walton gives an admirable résumé of the 
symptomatology: “The thyroid itself is 
generally enlarged, but the extent of the 
enlargement will vary very considerably. 
It is most in evidence in those cases which 
are secondary to a colloid goitre, and here, 
indeed, it may be the symptom of which 
patients chiefly complain. In the vascular 
type the thyroid is also considerably more 
enlarged than the nervous variety. Thus 
it is that as a general rule the younger the 
patient the larger the thyroid, and indeed 
in some of the more elderly cases the gland 
may be so slightly enlarged that it is not 
palpable. These cases are often described 
as Graves’s disease with no goitre. The 
enlargement is as a rule uniform, although 
one lobe may be slightly bigger than the 
other. In a well-established case, especially 
in the vascular type, the anterior and 
external jugular veins are prominent and 
pulsate freely. The rapid beat of the 
carotid vessels is very manifest, and in 
some cases an actual expansile pulsation 
may be seen in the gland itself. Palpation 
of the upper poles will nearly always reveal 
a definite thrill, and in this position a 
murmur may be heard with a stethoscope. 

“There are usually very distinct ocular 
symptoms. The eyes are more prominent, 
the exophthalmos being seen quite early in 
the disease. There has been much discus- 
sion as to what is the actual cause of the 
prominence of the eyes, but the evidence 
to-day, as Murray has shown, would seem 
to point to its being largely due to an 
increase of intraorbital fat. Whatever is 
its origin, it is one of the last symptoms to 
disappear when the patient is cured. 
Associated with the exophthalmos are 
certain physical signs. Stellwag’s sign is 
the presence of a visible ring of sclerotic 
around the cornea. Von Graefe’s sign is 
the inability of the upper lid to follow the 

















eye when it is directed downward, so that 
if the patient looks down toward her feet 
there is a wider ring of visible sclerotic 
above the cornea. Moebius’s sign is the 
inability of the eyes to converge in accom- 
modating for near objects, and Joffroy’s 
sign is the failure of the forehead to 
wrinkle when the patient looks up. Less 
commonly there may be weakness of the 
ocular muscles, so that there is slight 
dropping of both upper eyelids, and occa- 
sionally even paralysis of one or other 
external rectus, giving rise to double vision. 
It is important to remember that when the 
proptosis is extreme the patient may be 
unable to close the eyes, and under these 
circumstances the cornea may ulcerate, so 

’ that in many advanced cases there has been 
an extreme ulceration going on to a slough- 
ing of the cornea, with perforation and 
even complete destruction of the eye. 

“The circulatory symptoms are always a 
feature of the disease. The patient quite 
early in its progress will complain of palpi- 
tation and dyspnea, which is always greatly 
increased on exertion or excitement. It 
will be found that the pulse is raised to 
110 or 120 per minute even in mild cases. 
In the more severe periods of the disease 
it is often raised to 160, or sometimes, 
indeed, may be uncountable. Even at this 
period it will be noticed that the heart’s 
apex beat is displaced outward and is very 
forcible, so that it is diffused over a large 
area of the thorax. At first the sounds 
are clear in spite of the heart’s rapidity, or 
there may be characteristic hemic mur- 
murs. Later on the cardiac muscle suffers, 
so that the pulse becomes irregular and 
there is evidence of auricular fibrillation. 

“The skin and its appendages also show 
very definite changes. These patients are 
prone to flush on the slightest exertion or 
excitement, and when first seen often show 
a characteristic appearance owing to the 
irregular and blotchy erythema of the face 
and neck. The sweat-glands are nearly 
always overactive, the constant moisture of 

the skin causing the patients considerable 
annoyance. They stand the heat badly and 
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nearly always much prefer the winter 
months of the year. It is important to 
recognize the evil effects of heat, not only 
in causing an exacerbation of the disease, 
but because of the increased risks of 
operating during the hotter periods of the 
year. Later on in the disease there are 
nearly always pigmentary changes, small 
irregular patches of dark-brown pigmenta- 
tion appearing on the arms, chest, and 
abdomen. They are more marked in that 
frequently the patient shows a certain 
amount of general anemia. The appendages 
of the skin are also affected. Nearly 
always these patients will complain of their 
hair falling out. In some cases this con- 
dition has progressed until very nearly 
complete alopecia has resulted.” 

The above group of symptoms are most 
marked in that variety of the disease 
which the author has described as the 
vascular type. These patients are usually 
relatively young. The condition has fre- 
quently started shortly after puberty. They 
show considerable enlargement of the 
thyroid gland, advanced exophthalmos, a 
rapid pulse, and very increased sweating. 
The other symptoms about to be described 
are also present, but, with the exception of 
amenorrhea, are less in evidence. 

“Nervous symptoms are always present 
to some degree, and may indeed be the first 
indication of the onset of the disease. Some 
of these patients have first noted that they 
were startled and excited when spoken to, 
and at times indeed the first changes 
noticed may have been that they showed a 
tendency to drop articles when carrying 
out their household duties. They are 
always manifestly upset by the medical 
examination, and often have a difficulty in 
‘giving an account of their symptoms. This 
nervousness has been specially noticed in 
those cases of slight hyperthyroidism found 
in soldiers after long exposure to trench 
warfare, who later developed other evi- 
dence of hyperthyroidism. There are also 
well-marked physical changes on_ the 
nervous side. The patients show a fine 


rapid tremor in the extended hands. It 
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affects, however, the whole limb and is 
present in the extended tongue. Some- 
times it may be sufficiently marked to 
interfere with the patient’s work. The 
threading of a needle and even drinking 
fluid from a full cup may be impossible. 
The tremor, like the other symptoms, is 
always increased when the patient is 
worried or excited. As further evidence of 
change in the nervous symptoms it may be 
noted that these patients often have bad 
dreams at night, which are sometimes 
indeed sufficient to interfere considerably 
with their sleep. In the nervous type of 
the disease this group of symptoms is 
always the most in evidence. These 
patients may show such nervous irregular 
movements that they can barely sit still, 
and the condition comes to resemble closely 
the movements of chorea, although the 
more advanced age of the patient—she is 
usually between thirty-five and forty—will 
aid in the diagnosis. Mental changes are 
also more marked. In the minor degrees 
the patient is simply abnormally irritable, 
excitable, and emotional. These changes 
may be sufficient to interfere with her work, 
and she finds that they are more marked 
after a heavy day’s work. It is often, 
indeed, on account of these symptoms that 
she has to abandon her business. Occa- 
sionally the condition may spread even 
further, and hallucinations may supervene. 
She then becomes melancholic or even 
maniacal, and attempts at suicide are not 
uncommon. In such conditions the patient 
will often complain of severe headache. 
“Gastrointestinal changes are, as a rule, 
an indication of an exacerbation of the 
disease. There are periods often at the 
onset or perhaps arising irregularly at no 
definite time, and being dependent upon no 
known cause, when the patient will have 
severe attacks of vomiting and diarrhea. 
At such time the other symptoms will 
usually increase. As the exacerbation dies 
down the vomiting and diarrhea will cease, 
and the patient will then develop a good 
appetite, which, however, at times may be 
capricious. It is in such periods that she 


loses considerable weight, and, in a severe 
case of the disease, wasting, passing on even 
to profound emaciation, is a constant 
factor. It has been noted that in some of 
these periods when the patient has shown 
diarrhea and vomiting there is glycosuria. 
The relationship of Graves’s disease to 
diabetes has indeed often been noted, and 
it would seem that even when the hyper- 
thyroidism has been relieved by operative 
treatment the patient is still prone to 
develop diabetes. 

“Menstruation may be irregular, or may 
cease entirely. Pregnancy usually accentu- 
ates the symptoms. 

“Changes in the blood have frequently 
been described as characteristic of the 
disease. As a general rule there is a slight 
amount of secondary anemia. Kocher has 
laid very great stress upon the presence of 
changes in the differential count of the 
white corpuscles, and states that there is 
nearly always an increase in the lympho- 
cytes. Dr. Panton has, however, examined 
a large number of my cases and has not 
been able to determine that a change of 
this sort is in any way characteristic.” 

As to treatment the present mortality 
averages about 5 per cent. It is Walton’s 
custom never to operate in the first six 
months of the disease. It is his belief that 
medical treatment at this time is often 
productive of good results. His cases have 
experienced no benefit from x-ray treat- 
ment. Emphasis is laid upon the selection 
of proper times for operative treatment and 
the avoidance of periods of exacerbation. 

“The colloid and nervous types are those 
which are likely to show the lowest opera- 
tive mortality. The nervous type of patient 
stands an operation badly, so that a rather 
more prolonged preliminary treatment may 
be necessary. Should there have been a 
history of mania or of attempt at suicide 
the outlook is even more serious, and for 
this reason many physicians and surgeons 
advise that the presence of such symptoms 
should be regarded as definite counter- 
indications to operation. 

“The administration of large saline in- 
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jections as a means of lessening the toxemia 
is of considerable value and may be very 
useful as a preparation for the anesthetic. 

“In some advanced cases a preliminary 
ligature of the vessels of one or other pole 
is of value in reducing the toxemia. If, 
however, a careful course of medicinal 
treatment has been carried out this prelim- 
inary operation will be required very 
seldom. The operation must be slowly and 
carefully performed. Every vessel should 
be carefully ligatured before it is divided. 

“After every operation upon the thyroid 
gland there will be a period of reaction, 
probably due to hyperthyroidism, and in 
this period danger arises. In fatal cases 
the patient will get more and more restless, 
the temperature and pulse will rapidly rise, 
* sweating will be increased, and there will 
often be a condition of slight mania. In 
satisfactory cases the temperature may rise 
to 102° and the pulse to 140 or 160. As 
long as there is any such evidence of re- 
action the tube should be kept in place. 
Morphine should be given freely to over- 
come restlessness, and large quantities of 
fluid administered both by mouth and per 
rectum. The patient should be kept in bed 
for at least three weeks after operation, 
and after leaving hospital should be given 
strict rules as regards her life and diet. 
All forms of excitement and stimulants 
should be avoided. The patient should live 
as much as possible in the fresh air, and a 
plain, simple diet with a relatively small 
amount of meat should be advocated. 

“It must be remembered, too, that exoph- 
thalmos, although it will ultimately dis- 
appear entirely, may persist for a very long 
period, even when all other symptoms have 
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disappeared. It should also be explained 
to the patients that after such an operation 
there is no immediate cure such as occurs 
with so many other surgical lesions, and 
the following stages can be recognized in 
every case: 

“Stage of reaction lasts for three to four 
days after operation, and the symptoms are 
those of hyperthyroidism. 

“When patient leaves hospital it is often 
found that the pulse has fallen to normal, 
that the tremor has almost disappeared, and 
that there has been a remarkable and start- 
ling improvement. It will persist, as a rule, 
for two to three weeks. 

“Whatever rules are given to the patients, 
it will usually be found that after they have 
returned home there is a certain return of 
their symptoms, and unless this relapse is 
appreciated it will be found to cause con- 
siderable disappointment. As a general rule 
it would last for only two to four months, 
but if the case is less satisfactory, or if 
insufficient thyroid has been removed, it 
may be prolonged very considerably, and, 
in fact, until a further portion of the en- 
larged thyroid is removed. 

“It is only when cases have been watched 
very carefully for a prolonged period that 
it is realized that after operation they will 
show a complete freedom from all symp- 
toms, but should there be any severe men- 
tal upset or disturbance the symptoms may 
recur. 

“The stage of complete cure is the con- 
dition in which the patient is not only com- 
pletely free from all symptoms, but can 
apparently be subjected to all normal 
shocks and disturbance without fear of 
recurrence.” 


“Oo” 
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Medical Therapeutics 


Treatment of a Case of Eclampsia. 


Dass, in the Indian Medical Gazette for 
June, 1923, insists that each case of 
eclampsia should be treated on its own 
merits. No one form of treatment can be 
uniformly successful. Eclampsia is not to 
be considered as a one-man case. There 
must be a sufficient number of trained 
helpers and nurses if every case is to be 
saved. If the proper conditions cannot be 
obtained at home it is better to send the 
patient to a good hospital or a nursing 
home. 

The following articles may be wanted to 
treat a case of eclampsia: 

1. Surgical or improvised mouth-gag. 

. Mask for ether or chloroform. 
. Stomach wash tube. 

. Rectal long enema tube. 

. Rectal saline apparatus. 

6. Subcutaneous or intravenous saline 
apparatus. 

?. Blood-pressure apparatus. 

8. Dry-cupping apparatus. 

9. Dressing, gauze and bandage. 

10. Urinary catheter—glass or rubber. 

11. Test tubes, etc., for examination of 
urine. 

12. Morphia tablets (gr. %). 

13. Veratrone 1-cc ampoules or tr. vera- 
trum viride. 

14. Ether. 

15. Chloroform. 

16. Sodium bicarbonate solution (dr. j 
to oz. j), 8 pints for stomach or rectal wash. 

1%. Sterile sodium bicarbonate solution 
in normal saline (dr. j of sodii bicarb. to 
oz. j of normal saline). 

18. Sterile saline solution, pints 2. 

19. Liquid glucose, 4 oz. 

20. Saturated solution of magnesium sul- 
phate (dr. ij to oz. j)—oz. viij. 

21. Stock mixture of sodium bromide 
and chloral hydrate (dr. % of each to 
oz. j). 
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22. Calomel powders—(gr. v each). 

23. Croton oil—m. iij in capsules. 

In mild cases when the patient is con- 
scious, can swallow freely, and convulsive 
fits are of short duration (%4 to % minute) 
or at long intervals, Dass advises: 

1. Absolute rest in a bed with side rails 
or protected by pillows, or on the floor 
upon a soft mattress. 

2. Dark, cool room, avoiding bright light 
and noise. 

3. Clothes should be loose, avoiding any 
irritation. 

4. During active convulsions patient is 
put on her side, gag in her mouth to 
prevent biting her tongue. 

5. A few whiffs of ether, if available, 
otherwise chloroform, whilst getting the 
morphia injection ready. 

6. The initial dose of morphia hydro- 
chloride or sulphate in gr. 4% to gr. % to 
control fits. It can be pushed to gr. 34 to 
gr. j, but not indiscriminately, especially 
when there is edema of lungs and high 
blood-pressure. In such cases bloodletting 
(phlebotomy) is the only salvation. 

?. In the interval between convulsions 
take the blood-pressure and examine the 
urine. If the blood-pressure is moderately 
high, say 150 to 175 mm., inject veratrone 
1 cc, repeated every two hours till the 
blood-pressure comes below 150. Tincture 
of veratrum viride m. xv can be given by 
mouth. 

8. Croton oil, calomel, saturated solution 
of magnesium sulphate two ounces, stock 
mixture of potassium bromide and chloral 
hydrate mixture and diuretic mixture, with 
or without agurin, are given by mouth. 

9. Give a high tube enema and then 
colonic irrigation with sodium bicarbonate 
solution and retention of a pint or two of 
5-per-cent solution of glucose in sodium 
bicarbonate solution. If the stools are very 
hard give a saturated solution of mag- 
nesium sulphate, four ounces per rectum. 
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10. If the patient is not in labor do not 
interfere. If labor is progressing rapidly 
do not interfere. 

If there is tardy labor and os not fully 
dilated, rupture the membranes and apply 
forceps if head is presenting and os fully 
dilated or can be fully dilated manually. 

If breech rapid extraction. If child is 
dead craniotomy. 

In moderate cases, when convulsive 
fits are frequent and of short duration and 
patient is semiconscious: 

For the first few hours—conservative, 
sedative, and depletive treatment. See 
treatment for mild cases, with, in addition: 

(a) Gastric lavage for the removal of 
fermenting food and oral administration of 
medicines. 

(b) Sweating by hot packs and electric 
cradle. 

(c) Rectal lavage, drop instillation of 
sodium bicarbonate and glucose. 

In severe cases, when convulsive fits are 
very frequent and the blood-pressure is 
high, 175 mm. upwards, with cyanosis, 
embarrassment of respiration, and conser- 
vative treatment fails to improve, use: 

1. Venesection. Twelve ounces or more 
of blood is let from the median basilic vein 
and a pint of sterile sodium bicarbonate 
solution (dr. j to oz. j) in normal saline 
introduced. 

Venesection is absolutely contraindicated 
if the blood-pressure is below 150, as it 
causes severe cardiac depression, shock, 
and anemia. 

2. Subcutaneous saline with sodium bi- 
carbonte. 

3. Digitalin and veratrone injection dis- 
criminately. 

4. As regards labor. A primigravida 
developing frequent severe fits before 
labor with os closed, child alive, cervix not 
taken up, and patient passing no urine. 
Cesarean section is strongly advocated and 
is undoubtedly better than forcible extrac- 
tion through the imperfectly dilated cervix. 
Increasing western experience shows on the 
strength of considerable numbers of 
Cesarean sections that it is the safest, 
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easiest and most satisfactory treatment. Of 
course, when the ideal conditions are not at 
hand then medicinal measures with rupture 
of the membranes, hydrostatic dilators, 
bipolar podalic version are advocated. But 
the mortality of such is appalling: 44 per 
cent for mother and 98 per cent for child. 





Gonorrhea of the Female Genital Organs 
and its Management. 


DoEDERLEIN, in the Indian Medical Ga- 
zette for June, 1923, states that granting 
that the case comes into his hands at the 
earliest stage of the disease, in his opinion 
nothing is more beneficial than rest in bed 
and nothing is more harmful than over- 
treatment. By rest in bed he means lying 
in bed and resting even to the exclusion 
of arising. to answer the calls of nature. 
At this stage, in women more than in men, 
exercise is apt to cause spread of the 
disease to the glands and internal organs. 
It goes without saying that an even more 
fruitful cause of complications is sex re- 
lations. One can hardly believe that it 
should be necessary to lay stress on this 
point. Even in spite of his warning, loose 
women would leave the hospital, go to a 
public dance, indulge in their illicit prac- 
tices, and come back four or five days later 
with a salpingitis. Besides rest in bed, 
external douches of a mild solution of 
potassium permanganate, careful instilla- 
tions into the vagina of a 10-per-cent solu- 
tion of argyrol, a moist boric acid pad, 
light, non-irritating diet, free catharsis, 
would constitute a conservative and usually 
successful treatment of an acute gonorrhea 
of recent origin. 

Unfortunately in many instances the 
cases do not come under treatment at an 
early stage of the disease, and often not 
until the entire external tract is infected. 
At this stage again the two above named 
factors are productive of invasion of the 
uterine cavity, namely, meddlesome treat- 
ment, sounding, and intrauterine applica- 
tions and sex relations. Even in non- 
specific cases often more harm than good 
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is done by intrauterine manipulations. Suf- 
fice it to say that if, after careful, gentle 
examination of the internal organs, we are 
convinced of the freedom from infection 
of the tubes, we should limit our treatment 
to glands and cervix. 

Infection of the glands of Bartholin 
may be of two types: first, infection of the 
duct as shown by the presence of the gonor- 
rheal macula without swelling in the region 
of the gland; secondly, infection of the 
gland tissue with the characteristic enlarge- 
ment and tenderness. As stated above, a 
normal gland cannot be palpated. As soon, 
therefore, as the gland is felt, the quickest 
and most radical treatment is excision. The 
gland tissues are destroyed as it is, and 
the sooner one rids the body of such a 
source of reinfection the quicker the disease 
is coped with. A preliminary forcible in- 
jection of the gland with methylene blue 
may be made to facilitate removal, but even 
this may not reach all parts of the gland, 
and with or without injection great care 
should be exercised to remove all gland 
substance. 

Infection of the female urethra is a self- 
limited disease, and intraurethral applica- 
tions may enhance invasion of Skene’s 
tubules and Schueller’s glands. If a ure- 
thritis does not clear up promptly an in- 
fection of these tubules on the floor of the 
urethra may be assumed. The best treat- 
ment is splitting these tubules longitudinally 
through a urethroscope or destroying them 
with a cautery needle. The only evidence 
of implication of the urethral glandules is 
chronic urethral discharge, without much, if 
any, pain, tenderness, or palpable swelling. 

The treatment of a gonorrheically in- 
fected cervix would make a long chapter 
if careful consideration from every angle 
be given. The treatment varies according 
to the age of the patient, the possibility of 
further offspring; the morbid anatomy, 
whether the infection is associated with 
lacerations, uterine misplacements, and cys- 
tocele ; the condition of the vaginal orifice, 
whether treatment, as in a very young and 
sensitive girl, is difficult and morally, per- 
haps, unwise. This last factor should not 


often prevent us from giving aggressive 
treatment if indicated. 

Inasmuch as gonorrheal endocervicitis 
has a strong tendency to become chronic— 
most cases come under observation when 
they have reached the subacute or chronic 
stage—we may first consider the treatment 
of this type of infection. A swollen, hyper- 
trophic, eroded cervix, with many ovula 
Nabothi, and, as the case may be, lacera- 
tions, is present. As a rule in such cases, 
with patulous cervix, the infection is sub- 
acute or chronic and invasion of the inter- 
nal organs and sterility has supervened. 
Trachelectomy of Sturmdorff might be 
performed, but Doederlein usually prefers 
amputation, being most painstaking in his 
consideration of the amount of cervical 
tissue to be amputated. If there is a pos- 
sibility or desire for further offspring he 
makes the lowest possible amputation, ex- 
ercising great care to get sufficient flap from 
above and below, thus avoiding much scar 
tissue and contraction of the external os. 
Such cervices, as a rule, will not cause 
trouble at childbirth. Where no further 
offspring is expected and an intra-abdom- 
inal operation is called for, he would make 
a high amputation and sterilize the patient. 

Gonorrheal endocervicitis in a nullipar- 
ous young woman requires most judicious 
care. It is our duty not only to preserve 
the patient from chronic invalidism, but 
also to preserve her internal sex organs for 
reproduction. Extension of the inflamma- 
tory process is most prone to take place 
during menstruation and sexual relations. 
The latter must be scrupulously avoided, 
and during the menstrual epoch the patient 
should rest, if at all possible, in bed. For 
treatment an anesthetic is usually required. 

The external os and the lower cervix are 
dilated and a strong germicide applied. He 
refers to Saenger’s treatment, whose Priva- 
tissima Clinic he attended in 1896. The 
stereotyped treatment of hundreds of am- 
bulatory cases was: pink permanganate 
douche, application of 50-per-cent solution 
of chloride of zinc to the cervix and into 
the cervix. He would often demonstrate 
the action of this escharotic on the mouths 
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of the cervical glands as a diagnostic 
feature. He also frequently used this 
powerful germicide intracorporeally. Since 
then he has used chloride of zinc a great 
deal, mostly, however, in 25-per-cent solu- 
tion. To dilate the cervix safely without 
entering the internal os a solid dilator, with 
shoulders of right distance from the tip, so 
that entry into the os internum is impos- 
sible, should be used. With proper care, 
of course, any dilator may be _ used. 
Application of a 25-per-cent or 50-per-cent 
solution of zinc chloride with an iodoform 
gauze pack, to be removed after eight 
hours, would finish the treatment. After 
two or three weeks this treatment may have 
to be repeated. Instead of the ordinary 
cotton applicator he often employs a long, 
thin cannula, with numerous side openings, 
wrapped with cotton and attached to a 
Pravaz syringe, and thus impregnate the 
applicator with the germicidal agent after 
introduction. The diluting admixture of 
mucus to the germicide, reducing its 
potency, would thus be counteracted. 

During the past few years protein 
therapy and non-specific resistance have 
been the subject-matter of much discussion 
and writing. Space does not permit going 
into detail with regard to this most inter- 
esting biological topic. Suffice it to say 
that some competent observers, as Finfer, 
Petersen, Saxl, among many others, are 
very enthusiastic over their results from 
this therapy; others are not so sanguine as 
to its usefulness. His experience with 
non-specific agents is confined to their 
application in various types of subacute 
rheumatism. 





The Effects of Quinidine upon Parox- 
ysms of Tachycardia. 


Itrescu and SEBASTIANI, in Heart, No. 
3, 1928, state that the most constant 
effect of pure quinidine administration in 
cases of auricular fibrillation is to lower 
the rate of the auricular oscillations. This 
effect appears to be invariable, provided 
that the dose of alkaloid is adequate. Simi- 





PROGRESS IN THERAPEUTICS 





799 


lar effects are noted with commercial 
preparations of quinine. In so far as ob- 
servations have been made upon auricular 
flutter, a similar, though less intense, ac- 
tion has been seen. This slowing of rate 
in auricular fibrillation and flutter has 
been explained on the basis of the theory 
that these two disorders of the heart-beat 
are due to simple forms of circus move- 
ment in the auricle, and the explanation 
appears in these instances to be adequate. 
It is now clear that cinchona alkaloids are 
capable of slowing a heart which is affected 
by what has been termed simple paroxys- 
mal tachycardia. The action cannot as yet 
be stated to be constant, as it failed to 
appear in two of Singer and Winterberg’s 
cases and in their first case recorded. It 
is possible that the reaction would be con- 
stant, providing the doses of the drug used 
were increased. 

In this connection it is to be pointed out 
that when a test dose of quinidine is given 
in cases of flutter, the showing produced is 
far less than that yielded by an equal dose 
given to a case of fibrillation. It may be 
that the usual effect of cinchona alkaloids 
upon paroxysmal tachycardia differs only 
quantitatively from that produced upon 
fibrillation and flutter, and that the degree 
of fall is governed by the original rate of 
auricular beating. The preliminary slow- 
ing of paroxysmal tachycardia and subse- 
quent and abrupt transition to normal 
rhythm observed in most of Singer and 
Winterberg’s cases suggests, though it by 
no means proves, that paroxysmal tachy- 
cardia may depend essentially upon circus 
movement, as do flutter and fibrillation. 

The case which is recorded in detail 
differs from those previously recorded in 
that the slowing of rate is continuous and 
progressive until a rate closely approaching 
the potential rate of the sinoauricular node 
is reached. Then the normal rhythm is 
resumed and continues until, as the effects 
of the drug wear off, the abnormal beating 
reasserts itself. It appears to them to be 
most improbable that the paroxysm of 
tachycardia in this patient was dependent 
upon circus movement; the length of the 
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slowest paroxysmal cycles, namely, 0.72 of 
a second, seems to place such an explana- 
tion altogether out of court. But if this 
profound slowing to the rate of the normal 
rhythm in the same case places circus 
movement out of court, it does so for this 
particular patient and not for cases of 
paroxysmal tachycardia generally. The 
fact that in most such cases the transition 
from paroxysmal to normal rhythm is 
abrupt, and accompanied by an instant and 
profound fall of rate, may indicate that 
the tachycardia in their own case, in which 
different phenomena are witnessed, is of 
an unusual and distinct type. A distinction 
also seems to be indicated by the unusual 
reaction of the mechanism to exercise. 

In regard to further possible explana- 
tions of why cinchona alkaloids are capable 
of terminating paroxysmal tachycardia, 
they have no suggestions to add to those 
offered by Scott, and agree with him that 
until further data are collected such dis- 
cussion must remain hypothetical. His 
chief suggestion was that quinidine, by 
lengthening the refractory period of the 
ventricle, renders the appearance of early 
premature beats impossible in this chamber, 
and that the abolition of tachycardia is de- 
pendent upon a similar influence. His 
reason for hesitating to conclude definitely 
that quinidine lengthens the refractory 
period of the ventricle—he was dealing 
with ventricular paroxysms—has since been 
removed by the direct observations of 
Drury and his collaborators. 





The Treatment of Cyclic Vomiting. 


STILL, in the Lancet of June 30, 1923, in 
its columns on “Modern Technique in 
Treatment,” states that the treatment of 
cyclic vomiting, acetonemic vomiting as it 
is sometimes called, is far from satisfac- 
tory, but he ventures to think that the 
failures would be less frequent if the im- 
portance of some of the details of treatment 
were more fully appreciated. The symp- 
toms of this condition are usually well 
defined, and the clinical picture originally 


described by Gee under the name of “fitful 
or recurrent vomiting of children” is now 
well recognized. A child usually under the 
age of twelve years has bouts of vomiting 
which have generally begun during the 
first four years of life, sometimes in the 
first year. The bouts last for some days, 
occasionally as long as a week or ten days, 
and during the greater part of this time 
nothing is kept down, not even water. 
They recur at varying intervals; some 
children have them only two or three times 
a year, others have them every month or 
six weeks. Premonitory symptoms occur 
in some cases for forty-eight hours or less 
before the vomiting begins. Perhaps the 
commonest of these is an access of peevish- 
ness and contrariness; in several of his 
cases an unusual increase of appetite was 
noticed for one or two days before each 
attack; in a few the first indication of the 
coming attack has been the smell of acetone 
in the breath. Often, however, the vomit- 
ing begins without warning and very 
quickly becomes severe, so that the child is 
sick every half-hour or even every ten 
minutes for several hours, bringing up 
bilious or blood-streaked vomit. Gradually 
the intervals become longer, and perhaps 
after two or three days there is vomiting 
only three or four times a day. 

With the vomiting are associated other 
symptoms; drowsiness is a feature in most 
cases. The breath has generally the smell 
of acetone, and deep sighing respiration is 
often a noticeable feature. There is 
usually no fever, or at most the tempera- 
ture reaches about 100° F., but there are 
exceptional cases with considerable fever. 
There is almost always constipation, and 
the stools are often pale in color during 
the attack. A trace of albumin is 
frequently present in the urine, in addition 
to the acetone which is generally present 
by the time the vomiting begins and some- 
times before. As the attack goes on the 
abdomen becomes more and more empty 
and carinated, the eyes sunken, the voice 
feeble or hoarse, and in a severe case the 
vessels of the conjunctiva are injected. 
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The lips and tongue are dry, and though 
even water is vomited, the child, distressed 
with thirst, craves drink. In the worst 
cases he has seen delirium, and in fatal 
cases coma. As the child grows older the 
attacks tend to become less frequent and 
he has seldom seen any after the age of 
twelve years; amongst 100 consecutive 
cases he found only three cases at thirteen 
to fourteen years, in which the attacks 
were still occurring, one case at fifteen and 
a half years. It is, however, not right 
merely to comfort the parents with the 
assurance that the child will grow out of 
the condition, for not only do the attacks 
interfere with the child’s progress, physical 
and educational, but they also entail some 
risk to life. He has seen altogether some 
150 children with cyclic vomiting, and 
amongst these were three fatal cases, and 
a brother of one of these three had also 
died in an attack. Clearly it is worth while 
to take stringent measures, and, moreover, 
experience shows that more can be done in 
the way of prevention than of arrest. 

It has been recognized that the intake of 
fat in the diet plays an important part in 
the production of acetonemic vomiting, but 
there is one fat which seems to be specially 
liable to excite the attacks—namely, milk- 
fat. He lays stress upon this factor, for if 
it were more generally recognized many of 
the children who suffer with cyclic vomit- 
ing might at least have the number and 
severity of their attacks reduced. As it is 
many a child with this condition has his 
trouble aggravated by well-meaning but 
wholly mischievous treatment. When the 
vomiting at length ceases the child is left 
weak, wasted, and hollow-eyed. The 
mother then, either of her own initiative or 
sometimes by her doctor’s advice, proceeds 
to “feed the child up,” especially with 
“plenty of milk,” and as likely as not with 
cream also. The natural but unrecognized 
result is a gradual reaccumulation of the 
toxic condition, so that another attack 
occurs, and on recovery the child is once 
more stuffed with milk, and so the trouble 
goes on. He would lay it down as the first 
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essential in the preventive treatment of 
cyclic vomiting that milk is to be reduced 
to a minimum, and that cream is to be 
avoided altogether. The amount of milk 
which can be tolerated by such children 
varies, but there are few who can safely 
take more than half a pint per diem, and 
there are many who will do best if the total 
amount of milk allowed daily is not more 
than five ounces. He has seen cases in 
which the attacks recurred until milk was 
excluded altogether. If milk is allowed it 
must not be a rich milk, such as that of 
Jersey cows or some special “nursery 
milk;” a skimmed milk, skimmed by 
machinery so as to contain extremely little 
fat, may be useful both for drinking and 
for milk puddings. Cream must be for- 
bidden. Sometimes after attacks have long 
been absent a recurrence has been due to a 
small amount of cream given as a treat. 
Butter seems to be better tolerated, but 
should be used sparingly. Other fats have 
not seemed to him to be nearly so liable to 
excite attacks; nevertheless, since any fat 
given too liberally may have this effect, 
they must be used with caution. There is 
no reason to curtail sugars and starches. 
Sugar, indeed, has some special value for 
these children, but chocolate has seemed to 
him to provoke attacks; if the child is to 
be allowed sweets, it is well to specify plain 
candy sugar or barley sugar. 

Next in value to dietetic treatment in 
the prevention of cyclic vomiting is the 
regular administration of bicarbonate of 
soda. This should be given in doses of 
about 20 grains twice daily to a child of 
three to seven years, and of about 25 to 30 
grains to older children; in certain cases 
it is necessary to give it three times daily. 
Inasmuch as the drug has to be given regu- 
larly over a long period, perhaps two or 
three years, it is often convenient to order 
it in the dry form. The mother may be 
told to dissolve as much as can be piled 
on a shilling, which is about 18 grains, or 
on a florin, which is about 24 grains, in 
three tablespoonfuls of cold water for each 
dose. If hot water is used so that the 
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bicarbonate is more easily dissolved, the 
bulk of fluid to be taken can be reduced. 
There is rarely any difficulty in getting 
children to take this solution; syrup can be 
added if desired. In cases which do not 
respond well to treatment with the simple 
bicarbonate of soda, the salt should be 
dissolved in a 10-per-cent solution of 
glucose instead of in water, for there is 
reason to believe that glucose has some 
special value in correcting the perverted 
chemistry of ketosis. 

Not only must the bowels be kept work- 
ing every day, but the efficiency of the 
measures already mentioned seems to be 
increased by a regular weekly dose of some 
mercurial aperient, in dose sufficient to 
secure a thorough evacuation but not tu 
purge; gray powder, about 2 grains, is 
usually suitable. 

If these measures are carefully carried 
out the attacks of cyclic vomiting are 
usually greatly reduced in number and 
severity, and in some cases prevented 
altogether—so long as the treatment is 
continued. It is well to impress this last 
point on the parents; the rigid observance 
of the diet restrictions and the daily dosing 
with bicarbonate of soda and the weekly 
gray powder have to be continued possibly 
for two or three years. It is difficult to 
say when it is safe to relax the treatment. 
Still has an impression that in the case of 
children from two to seven years old it is 
advisable to allow a longer interval of 
freedom from attacks before discontinuing 
treatment than in older children, but cer- 
tainly in either case there should be at least 
a year entirely free from attacks before any 
relaxation of treatment is allowed, and even 
after this interval the result of such relaxa- 
tion is sometimes a speedy relapse. 

Treatment in the attack must be directed 
toward two objects: (1) to counteract the 
toxic effect of ketosis; (2) to maintain the 
strength of the child. For the former 
purpose it is necessary to introduce as 
quickly as possible and in as large amount 
as possible some alkali; sodium bicarbonate 
is generally used. As it cannot be retained 


by the stomach it must be given by rectum, 
and well diluted, for a large dose has to be 
used, and it is probable that less rapid 
absorption takes place when a concentrated 
solution is administered. One drachm of 
sodium bicarbonate should be given in 
three ounces of water, and after three or 
four of these injections have been given at 
intervals of four hours, it may be well to 
substitute alternate injections of 6-per-cent 
glucose. Enemata are generally well re- 
tained during the attack, and the larger the 
amount of fluid which can be introduced 
this way the better. Usually nothing is 
retained when given by the mouth, but tea- 
spoonful doses of the solution of bicar- 
bonate of soda in 10-per-cent glucose or in 
barley-water may, at least, comfort the 
child, who is usually distressed by thirst. 
It is useless to attempt giving any other 
food, even broths or meat juice, by mouth; 
indeed, often this seems to provoke anew 
the violence of the vomiting. For the 
maintenance of the child’s strength we have 
to rely almost entirely on rectal adminis- 
tration, and nothing is more valuable than 
the glucose solution already mentioned with 
a drachm or more of brandy added if 
necessary. In the most severe cases, when 
vomiting has been continued for several 
days, it is sometimes necessary to use sub- 
cutaneous infusions either of normal saline 
or of a 5-per-cent dextrose solution. 

The Arrest of Vomiting.—Still leaves till 
last measures for the arrest of vomiting in 
the attack, for, apart from the rectal 
administration of sodium bicarbonate, it is 
doubtful whether anything is effective. 
Certainly none of the drugs ordinarily used 
for vomiting of gastric origin, such as 
bismuth, iodine, or dilute hydrocyanic acid, 
have the slightest effect, nor have local 
applications to the epigastrium. Hypoder- 
mic injection of morphine—1/30 to 1/20 
grain for a child of four to eight years— 
seems to diminish the vomiting in some 
cases, but in most the vomiting once started 
runs its course uninfluenced by treatment. 
When vomiting has ceased for about twelve 
hours feeding by mouth may be begun 
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cautiously, and he thinks broth and sweet 
jelly, and then rusk or toast and weak tea, 
or small quantities of Horlick’s malted 
milk, make a good beginning; from this the 
child can usually within a day or two 
progress to ordinary diet, care being taken 
to avoid more than the prescribed allow- 
ance of milk. 





The Value of Essential Oils in the Pre- 


vention and Treatment of Cholera. 


Toms, in the Indian Medical Gazette for 
June, 1923, states that a mixture based on 
the following formula was made up and 
brought into use: 

R Spt. etheris, 30 minims. 

. Ol. caryophilli, 

Ol. cajuput, 

Ol. juniper, 44 5 minims. 

Acid sulph. aromat., 15 minims. 

Misce. 

Dose.—One drachm in half an ounce of 
water every half-hour until vomiting and 
purging cease. (This generally takes place 
after five or six doses.) 

For Contacts—One drachm in water, 
once (or twice) daily for one or two days. 

(The mixture can be easily made up in 
bulk by mixing 1 lb. oil of cloves, 1 Ib. oil 
of cajuput, and 1 lb. oil of juniper with 6 
Ibs. spt. ether. and adding 3 lbs. acid sulph. 
aromat. ) 

In one of the outbreaks in which this 
mixture was first tried, several cases of 
cholera chanced to develop amongst the 
infected (who ‘had drunk the water of a 
contaminated tank) whilst the Board’s staff 
were actively engaged in treating those 
already taken ill, and it was observed that 
in these incipient cases one or two doses of 
the mixture at once stopped both vomiting 
and purging, and aborted the disease. It 
seemed, therefore, to the writer that the 
mixture, if capable of aborting the disease 
at the stage of vomiting and purging, 
should a fortiori be capable, under ordinary 
circumstances if given in time, of prevent- 
ing its development altogether, and orders 
were therefore issued to administer one 
dose of the mixture in future to all those 
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exposed to infection by nursing or by 
residence in infected houses, whether the 
patients were being treated by local prac- 
titioners or not. 

The mixture has now been administered 
to several hundreds of such contacts, and 
in no instance has any case of cholera 
developed amongst them, although the 
number of cases normally to be expected is 
not less than 50 per cent of the number of 
original cases. 

The great value of this observation will 
at once be apparent to all those who have 
to deal with outbreaks of cholera from a 
public health point of view, and Tomb 
publishes this preliminary note for the 
benefit of district boards, tea-garden 
authorities, and others who have to deal 
with such outbreaks. With this remedy 
available no anxiety need now be felt of the 
spread of the disease by contact, as one 
dose of the mixture daily to those immedi- 
ately exposed to such infection would seem 
to be a certain preventive of the develop- 
ment of the disease. He also points out 
that the mixture possesses considerable 
advantages over cholera vaccine as a pro- 
phylactic from an administrative point of 
view, for whereas vaccination is costly and 
unpopular, the mixture is both cheap and 
pleasant to take. 

The curative value of the mixture, in all 
stages of the disease short of collapse, is 
also not to be lost sight of, the death-rate of 
those treated in the Mining Settlement with 
the mixture being 16.6 per cent up to date. 

Further investigation may show that this 
figure as an average death-rate requires 
modification, but in the opinion of Tomb 
there is no doubt that in the essential oils 
we possess a most valuable remedy for the 
treatment of cholera as well as a highly 
effective prophylactic against it. 





Treatment of Cardiovascular Dyspnea. 


MEAKINS, in the British Medical Journal 
of June 23, 1923, states that in regard to 
treatment it is necessary to have a clear 
understanding of the underlying conditions 
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producing dyspnea in order that the symp- 
toms may be relieved. As they are 
fundamentally due to lack of oxygen in the 
cell it would be naturally assumed that they 
can be relieved by supplying oxygen. In 
cases in which this lack is due to an exudate 
into the alveoli or swelling of the alveolar 
mucous epithelium, and in those cases in 
which engorgement of the pulmonary 
tissues prevents adequate expansion, in- 
crease of the partial pressure of oxygen in 
the alveolar air by enriching the inspired 
air with oxygen usually, if not always, 
gives relief. On the other hand, when the 
symptoms are due primarily ‘to a slowing 
of the whole circulation or a circulatory 
deficiency due to a local vascular lesion, the 
administration of oxygen may have little or 
no effect. The reasons for this would seem 
to be self-evident. In certain cases, how- 
ever, the administration of oxygen may 
give relief when not expected to do so; on 
the contrary, its failure to be efficacious is 
sometimes experienced when a good result 
would be most expected. A more thorough 
examination of these cases usually indicates 
that a combination of these causes is 
operative. To what extent either factor 
predominates may, however, be difficult to 
ascertain. 

If the partial pressure of oxygen in the 
alveoli is to be increased the inspired air 
must be enriched with oxygen by the time 
it enters the nasopharynx. This necessi- 
tates the administration of a sufficient 
quantity of oxygen a minute by some 
apparatus which will insure its being 
inhaled. The placing of a funnel one inch 
from the patient’s face will not accomplish 
this. In his experience only two methods 
are efficacious—by the use of a fairly tight- 
fitting mask, or by introducing a rubber 
catheter through the nose into the naso- 
pharynx. Through this catheter there is 
passed an adequate supply of oxygen. The 
supply is frequently regulated by, in lieu of 
some better method, bubbling the gas 
through a Wolff bottle or some other 
similar contrivance. In order that a suffi- 
cient quantity shall be administered it must 
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enter the bottle through a tube of at least 
1-cm. bore, and the bubbles must be so 
rapid as not to be countable. 

The use of oxygen, of course, does not 
remove the necessity for adopting all other 
means of treating cardiac failure, and by 
no means the least important of these is 
physical and mental rest. It is remarkable 
how patients do improve by good nursing 
and general comfort. It would appear that 
the reason for this is the conservation of 
circulatory energy for those vital organs 
which of necessity require a good blood 
supply. 

The employment of drugs which increase , 
the cardiac power is not to be ignored. Of 
these there is, to his mind, only one which 
is of value, and that is digitalis. 





Prevention and Treatment of Plague. 


GupTA, in the Indian Medical Record for 
June, 1923, states that preventive inocula- 
tion by plague vaccine is the safest 
precaution. If plague cases occur in the 
vicinity, or in the house, or if rats die in 
the house, every member of the household 
should be inoculated. Inoculation protects 
for a season. The plague vaccine is made 
and issued from the Parel Laboratory, 
Bombay. It is made of an attenuated 
growth of bacilli which is subsequently 
carbolized and sterilized. The dose is 4 cc 
for an adult. 

A mixture of powdered neem, tobacco 
and sulphur may be used for dusting the 
floor and rat holes. ‘ 

If a rat die in a room, have the rat 
covered with kerosene oil and burnt. 

Have the furniture, bedding, etc., put in 
the sun, and the room swept and some sul- 
phur burnt in it. 

Close all the rat holes in a house. Holes 
should be filled with cloth soaked in tar; 
other holes may be made by rats, but steps 
to catch or poison the rats should be taken 
and fresh holes filled up. 

Grains should not be kept in store near 
a dwelling house. 

During plague epidemic all should wear 
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boots or puttees with trousers. This pro- 
tects the legs from fleas. Fleas seldom 
jump more than six inches high. 

Rats may also be largely reduced and 
frightened from the house by poisoning. 
The best poison is barium carbonate one- 
quarter of a pound mixed with one pound 
of atta with water and made into a dough; 
this makes about 1000 pills. A few pills 
should be put near each hole. Children 
and dogs must not be allowed to get at the 
pills. 

The point of inoculation varies; it can 
be done in the upper arm, but when 4 cc 
is the dose it is best done in the flank or 
over abdomen, as large doses in the upper 
arm give rise to some pain and stiffness. 

An all-glass 10-cc syringe with a clean 
sharp needle is used for inoculation after 
being sterilized by boiling in water for ten 
minutes (when this is difficult it can be 
efficiently sterilized by drawing in and out 
of absolute alcohol several times). | 

After washing the hands properly a good 
shaking and a few smart taps on the shoul- 
der are given to the ampoule, and it is then 
broken at the neck. The contents are taken 
up in the syringe, care being taken to push 
out the air lying above the fluid prior to 
injection, by holding the syringe in an 
inverted direction, the needle upwards. 

Clean a small area on the abdomen or in 
the upper arm with lysol and inoculate at 
the cleaned spot. 

Close the puncture with collodion and tr. 
benzoin co. 

Generally a rise of temperature to 100° 
or 101° F. follows. 

Gupta inoculated 503 persons with 
plague vaccine. Out of these nine persons 
were attacked with plague, seven cases 
recovered, and there were only two deaths 
in those patients in whom the preventive 
inoculation was made too late. This shows 
that in persons who were inoculated there 
were few attacks of plague, though they 
mixed with plague cases, and, even among 
those who were attacked, there was a very 
high percentage of recovery compared with 
non-inoculated patients. 
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The treatment of plague was as follows: 
Stimulant in brandy, musk, etc., internally. 
Belladonna for inflamed glands. Intra- 
venous injection of iodine (tr. iodine made 
with rectified spirit min. ix, sterilized dis- 
tilled water 10 cc, for an adult). Sterilize 
a 10-cc all-glass syringe with a very sharp 
needle. 

The injection is made into the median 
cephalic vein or the basilic vein in the 
elbow. The needle is thrust into the 
swollen vein. The piston of the syringe is 
gently withdrawn, and if blood flows into 
the syringe the point of the needle is in the 
vein and injection can be safely made. 

Gupta never used any antiplague serum 
in direct therapy as he had very good 
results with iodine treatment. He treated 
sixty cases with iodine injection with about 
60 per cent cured. 





Fifty-fifty Salicylic Ointment. 


The Lancet of June 30, 1923, in its 
“Annotations” states that at the close of 
the last meeting of the Section of Derma- 
tology held at the Royal Society of 
Medicine on June 21, Sir Archdall Reid 
read a brief communication on “a new 
method of treating skin diseases.” This 
method is apparently a simple one, consist- 
ing merely of the application of equal parts 
of salicylic acid and vaselin. This ointment 
has, it is claimed, been used with striking 
success in lupus vulgaris, scabies, and par- 
ticularly in acute eczematous dermatitis. It 
is also being used for the treatment of 
tinea tonsurans, in which disease, it is said, 
the application of the ointment is followed 
by degeneration of spores which can be 
recognized microscopically. Blake, who 
spoke in favor of the method, admitted that 
he was still skeptical as to its curative 
powers in ringworm of the scalp, but stated 
that the results up to date were more 
promising than any that he had obtained 
with other ointments. He was impressed 
with the rapidity of its effect in eczematous 
dermatitis, even in acute cases. 

A number of patients were shown in 
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which the method had been used with good 
effect. In one, however, which was 
demonstrated as having been cured of 
extensive lupus vulgaris, the diagnosis was 
palpably wrong, as no trace of scarring 
was visible. To attempt to estimate the 
value of this method of treatment is 
obviously impossible without a personal 
trial, but a few comments are justifiable. 
It is unlikely ever to be widely adopted in 
scabies, however efficient it may be, since 
the classical treatment with sulphur oint- 
ment, if properly carried out, is so rapidly 
successful and very much cheaper ; presum- 
ably at least four ounces of salicylic acid 
(one-half pound of the ointment) would 
be required to effect a cure in a single case. 
In lupus vulgaris the value of a 25- to 
50-per-cent salicylic plaster (with or with- 
out creosote) has been recognized for many 
years, and the well-known Beidersdorf 
plaster of creosote and salicylic acid is 
widely used, particularly in lupus verru- 
cosus. It is probable that the plaster is 
more potent than the ointment. On 
theoretical grounds it is very unlikely that 
the salicylic ointment would be really 
efficacious in the treatment of ringworm of 
the scalp (unless it produced suppuration 
in the hair follicles, and this, judging from 
the cases seen, it does not appear to do), 
the reason being that ointments will not 
penetrate sufficiently deeply into the folli- 
cles to destroy the fungus in the lower part 
of the infected hair. 

New methods of treating tinea tonsurans 
are continually being published, but none 
of them seem to convince the expert der- 
matologist of their efficacy, and epilation 
with the x-rays still remains the method of 
choice in the vast majority of cases. On 
the other hand, it is possible that Sir Arch- 
dall Reid’s ointment may prove of real 
value in certain cases of eczematous derma- 
titis and pyogenic infections of the skin. 
There is nothing new, of course, in the use 
of salicylic acid for the seborrheic forms 
of eczema, for chronic eczema of the 
palms and soles, and for eczematoid ring- 
worm; for the last-mentioned disease a sat- 
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urated solution of salicylic acid in spirit is 
habitually used in the tropics. But if the 
claims put forward for the 50-per-cent oint- 
ment in acute eczema be established, jt may 
be that Sir Archdall Reid has made a valu- 
able addition to the local treatment of this 
condition, and doubtless his method will be 
given a thorough trial. 





Toxic Symptoms Following the Alkaline 
Treatment of Peptic Ulcer. 


Hurst, in the correspondence columns of 
the British Medical Journal of June 23, 
1923, states that in view of the fact that he 
has for several years been a strenuous 
advocate of the medical treatment of gas- 
tric and duodenal ulcer in preference to 
surgery, he thinks it only right to draw 
attention to the possibility of toxic 
symptoms arising as a result of using very 
large doses of alkalies. 

Sippy, who was the first to recommend 
this treatment with the object of completely 
neutralizing the acid of the gastric juice, 
has not referred in any of his papers on the 
subject to the toxic symptoms which may 
result. In a recent paper from the Mayo 
Clinic, Hardt and Rivers describe the toxic 
symptoms which may develop in cases in 
which it is impossible to neutralize the acid 
completely. The patient is at first unduly 
introspective and nervous. He then com- 
plains of difficulty in taking his milk. After 
a time headache, nausea, and vomiting 
occur. The patient’ becomes apathetic and 
drowsy, and in one of their cases death 
ensued. In every instance the urea in the 
blood became greatly increased, and 
albumin and casts appeared in the urine. 
In some there was evidence of kidney 
disease before the symptoms developed, and 
in the fatal case definite chronic nephritis 
was found. 

He has met with three similar cases in 
private patients, though none in hospital, 
during the last three years. In one case the 
patient had only one kidney, and this was 
affected with pyelitis. In the other two 
patients a moderate degree of pyloric 
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obstruction was present and there was an 
extreme degree of hypersecretion. In one 
of these death occurred in spite of the early 
cessation of the alkaline treatment. The 
urea content of the blood was greatly 
increased in all three cases. 

It is impossible at present to say what is 
the cause of the toxic manifestations. But 
it seems clear that no case in which the 
kidneys are diseased should be subjected 
to the full alkaline treatment, and the same 
is true when partial pyloric obstruction is 
present in spite of Sippy’s advocacy of the 
treatment in such cases. If any suspicious 
symptoms develop, a blood-urea estimation 
should be made and the treatment discon- 
tinued until it is ascertained whether it is 
“excessive ; in that case the treatment should 
be modified. 

For ulcers associated with renal disease 
treatment by diet, olive oil, and belladonna 
in the manner he has described, with only 
small doses of alkalies, may give suffi- 
ciently good results, but if pyloric obstruc- 
tion is present, even in a mild degree, it is 
probably wise to recommend gastroenter- 
ostomy without further delay. 

[We discussed this subject in a leading 
article in our issue for June, 1923.—Epb.] 





The Evidence of Cure in the Treatment 
of Kala-azar by Antimony. 


In the Indian Medical Gazette for July, 
1923, Mackie and Patni state that they 
have shown the signs pointing to cure may 
yet be associated with a condition of infec- 
tivity, and, more than this, that several 
cases which gave every one of the clinical 
criteria of cure were shown to be still har- 
boring living Leishmania and were, there- 
fore, potentially infective. 

They think that these facts should be im- 
pressed upon those practitioners who are 
responsible for the treatment of kala-azar, 
especially upon those, and they are many, 
who have been taught that a course of anti- 
mony almost automatically cures kala-azar. 

The generally accepted “full course of 
treatment,” namely, 200 cc of a 1-per-cent 
solution of sodium-antimony tartrate, is in 
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many instances ineffective in curing the 
case. 

Each case must be treated on its merits 
and a hard and fast limit of treatment 
abandoned. 

Treatment should be continued till all 
or most of the clinical criteria of cure 
enumerated above are evident. 

Even when all these favorable signs are 
present the patient may still be harboring 
living Leishmania, and therefore the only 
real evidence of cure is the failure to grow 
the parasite from material obtained by 
spleen puncture. 

Microscopic examination of the spleen 
juice is, by itself, insufficient to prove cure. 

There is a real danger to be apprehended 
from insufficiently cured cases, as these may 
in all probability act as chronic carriers 
of infection in the community. 





Common-sense Standardization Versus 
Tradition and Routine in the Surgical 
Care of the Patient. 


In Northwest Medicine for July, 1923, 
Ketton lays special emphasis upon the 
following points: 

More consideration should be given the 
patient: first, as to comfortable convales- 
cence; and, second, a minimum hospitaliza- 
tion. 

The facts presented concerning the wide- 
ly varying scale of methods of conduct of 
a surgical case seem to argue for a greater 
uniformity, a standardization of procedure. 

Food restriction prior to operation is 
rarely indicated or necessary. 

Such depressant drugs as chloral and 
bromides should never be given at a time 
when the patient needs every ounce of 
strength possible, and the use of such drugs 
greatly lowers the vitality. 

The so-called attention to the bowels 
should be practically forgotten, it being 
only necessary to ascertain that they are 
functioning regularly. 

We should be prompt to accept modern 
methods of anesthesia and encourage spe- 
cial training in this art, because it is proven 
to be safe in competent hands, and the 
authorities are unanimous concerning the 
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comparatively greater comfort in post- 
operative convalescence. 

Both local and spinal anesthesia should be 
given more generally than at present, and 
especially where a general anesthetic is in 
any degree contraindicated. 

Gastric lavage on the operating table is 
easily accomplished by induction of the 
stomach tube through the nose, and it re- 
moves a cause of nausea and vomiting. 

Morphine is a stimulant and a comfort 
and should be administered to the patient 
unstintingly. 

Water should be given freely in corre- 
spondence to the patient’s demands, be- 
cause it does not increase vomiting, it serves 
as a gastric lavage, and does no harm to 
the patient. 

The Murphy drip is a source of con- 
stant annoyance and irritation to the pa- 
tient; its efficacy is many times question- 
able, and a better method is by instillation 
of 6 ounces every six hours. 

Early removal of stitches is not contra- 
indicated in the average case; such proce- 
dure gives a nicer scar, and best of all gets 
the patient out of the hospital early. 





The Action of Quinidine in Cases of 
Cardiac Disease. 


FRASER, in the Procedings of the Royal 
Society of Medicine for July, 1923, states 
that quinidine treatment will result in a 
stable normal rhythm if the cause of the 
auricular fibrillation can be successfully 
treated or has ceased to be active. 

Cases in which there are extensive struc- 
tural changes in the heart, as evidenced by 
heart block, severe valvular disease or 
great enlargement, are not suitable for 
quinidine treatment, especially if the re- 
sponse to digitalis is not good. In such 
cases unpleasant and even dangerous dis- 
turbances may result. 

In some cases at least the comfort and 
efficiency of the patient are greater when a 
normal rhythm results from quinidine 
treatment than when digitalis treatment 
alone is used. 

In the cases in which the results are 


satisfactory larger doses than 10 grains of 
quinidine sulphate at intervals of six hours 
are not necessary, nor smaller initial doses 
than 5 grains three times a day. 

If necessary to maintain normal rhythm 
quinidine may be continued to be adminis- 
tered indefinitely, and it is probably ad- 
visable in all cases to continue it for some 
weeks after normal rhythm has resulted, 
though in gradually decreasing doses. 





A Technique to Reduce the Incidence of 
Headache Following Lumbar Punc- 
ture in Ambulatory Patients. 


GREENE, in Northwest Medicine for July, 
1923, states that many authorities writing 
on the subject of lumbar puncture mention 
the use of a trocar. The late writings by 
some of the authors mention that disagree- 
able symptoms like headache, etc., do not 
follow the puncture with a small needle 
as often as when a large needle is used. 
Lumbar puncture needles on the market are 
as a rule not smaller than 20 gauge, and 
more often No. 14 to No. 18 gauge. 

The puncture of an ambulatory patient 
with a needle of this size will result in 
headache in a large percentage of cases, 
and this headache, he believes, results from 
a leakage of the spinal fluid sufficient to 
leave the brain without a water cushion. 
The leakage is the result of the destruction 
of the longitudinal fibers composing the 
dural sac and the mutilation of the endo- 
thelial covering which necessarily follows 
the use of a large trocar or needle with a 
cutting end. A small needle with a round 
pointed end will enter the dural sac by 
passing between the fibers without severing 
any of them, and with a minimum of 
trauma to the endothelial coverings of the 
outside and inside of the sac. When an 
instrument of this character is withdrawn, 
the longitudinal fibers will approximate 
themselves and bring with them the endo- 
thelial coverings, so that union can immedi- 
ately begin without extensive repair of tis- 
sue having to be made. He advocates that 
lumbar puncture for diagnostic purposes 
be done in all cases with a small round 
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pointed needle, and he has demonstrated 
that it is safer, more feasible, and much 
easier when thus performed. 

For a successful puncture in an ambula- 
tory patient the needle must be small 
enough and the point smooth and sharp 
enough to pierce the finest closely woven 
silk or other delicate fabric without cutting 
or breaking any of the threads. 

A lumbar puncture can be done with ease 
with gauge No. 26 needle, but it is unhandy 
to manipulate an obturator for a needle of 
this size, and it is slow and tedious obtain- 
ing a 10-cc sample of spinal fluid through 
such a small caliber. A gauge No. 23 
needle has a caliber to easily admit as an 
obturator an “E” violin string. This 
needle is not reénforced in any way and 
has the ordinary Luer hub. No stop-cocks, 
T’s, or any other fixtures are required, as 
the smallness of the lumen automatically 
controls the flow of the fluid, either in or 
out, to the advantage of both the patient 
and the operator. 

The instrument should be of trusty steel 
and free from rust on both the inside and 
outside. Its temper should be soft, so that 
it will bend before it will break. It re- 
quires cleaning, sharpening, and inspection 
each day that it is used in order to secure 
the best results. No needle should be used 
if rusty from the lack of care, or if it 
has been used for the injection of any of 
the salts of mercury or other chemical 
which might have a corrosive action on 
the metal, causing a deterioration of the 
instrument, and also a contamination of the 
spinal fluid, which will interfere with the 
cell count and influence the chemical and 
serologic findings. 

The inside of a spinal puncture needle 
should be as clean and bright as the inside 
of a well-kept gun-barrel. The outside 
should be kept bright and smooth and 
there should be no burr on the point or 
cutting edges around the lumen which 
would destroy any of the fibers of the dura; 
because upon this point hinges the success 
of lumbar punctures, few of which are fol- 
lowed by headache and other untoward 
symptoms. 
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The fear of breaking the needle is the 
deterring factor preventing the use of a 
small needle. This accident will happen no 
oftener with a small needle than with a 
large one, if ordinary skill and good judg- 
ment are used in applying force to the in- 
strument. There is a knack in doing a lum- 
bar puncture, and the trick is not to break 
the needle. Another objection to the use 
of a small needle is that more time is re- 
quired to obtain a pressure reading. 

Aspiration is required when a_ small- 
calibered needle is used. Webster states 
that “no aspiration should be used at any 
time, as this procedure is extremely dan- 
gerous.” Greene never found aspiration 
followed by any untoward symptoms, and 
instead of being an objectionable proce- 
dure, it is believed, on consideration, to 
be an advantage to both the patient and 
operator. 





Carbon Tetrachloride for Hookworm 
Disease. 


Leacu, SCHWARTZ, and HAUGHWOUT, in 
the Philippine Journal of Science for July, 
1923, state that all the patients received 
treatment with carbon tetrachloride on the 
basis of one cubic centimeter of the drug 
to each 5.5 kilograms of body weight. 
Aside from slight dizziness and drowsi- 
ness, none of them exhibited the slightest 
untoward effects from the treatment. A 
hypersecretion of mucus in the intestinal 
tract, persisting for a number of hours 
after the treatment, was noted in nearly 
every case. The actual amount of drug 
administered to each patient is given in the 
individual protocols. No delayed untoward 
effects from the drug were observed when 
all were inspected five days after treatment. 
At that time several of the patients were 
allowed to return to their homes. One case 
was retained in the hospital, because of the 
advanced stage of her tuberculosis, but her 
condition was not noticeably modified by 
the treatment. Others also were detained 
in order that iron and arsenic might be 
administered under supervision, for the 
correction of their extreme anemia. 
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Because the time was short it was found 
necessary to proceed immediately with 
treatment, without a preliminary fast. Ac- 
cordingly a purge of magnesium sulphate 
was administered to each patient, the car- 
bon tetrachloride being given as soon as 
the bowels moved. They believe this to 
‘have been a mistake, because the bowel 
movements following treatment consisted 
almost entirely, in nearly every case, of a 
large volume of mucus which they consider 
to have been the expression of a rather high 
degree of intestinal irritation, resulting 
from the combined action of the salts and 
the carbon tetrachloride. 





X-ray Treatment of Tumors. 


JENKINSON, in the Journal of Radiology 
for July, 1923, reaches the conclusion that 
in the majority of cases, even after very 
large doses, the blood count remains practi- 
cally normal, the changes noted usually 
occurring in the white cells. Immediately 
after treatment there is a rise in the white 
cell count, followed by leukopenia lasting 
about four weeks, with a gradual return to 
normal. The lymphocytes seem more sensi- 
tive than the other types of cells. The 
hemoglobin has shown practically no 
change in the majority of cases. Patients 
with blood changes following therapy are 
usually of the advanced type, cachectic, and 
emaciated. If during treatment such pa- 
tients suffer from radiation sickness and 
are unable to take food and water, there 
results dehydration and consequent blood 
changes. Out of three hundred cases he 
has found a white count below three thou- 
sand in only two. After a rest of five 
weeks the counts returned to normal. 

In all abdominal cases, careful examina- 
tion of the stool for blood showed positive 
findings in five only. 

Only in a small number of cases has he 
encountered severe diarrhea. 

Experience has taught him that ma- 
lignancy makes it impossible to give a 
definite prognosis, good or bad. Cases that 
seem hopeless are often greatly improved, 
while early cases may go on to a fatal 


termination, uninfluenced by the rays. The 
best course seems to be to avoid promising 
patients or relatives anything regarding im- 
provement, even in cases that appear very 
favorable. 





Digitalis Toxemia. © 

The Indianapolis Medical Journal for 
July, 1923, in an editorial on this subject 
states that several times in its columns at- 
tention has been called to the danger line 
in the use of digitalis, namely, the excessive 
doses sometimes given. A method by 
which an effect could be obtained by the 
gradual increase in the size of the dose is 
wiser, and rarely is it necessary to resort to 
the very large dose at the outset. The June 
issue of the same journal called attention 
to this fact and quoted O. H. Brown, who 
had an article in the May number of the 
Journal of Laboratory and Clinical Medi- 
cine. H. A. Hare discussed a paper read 
before the Association of American Physi- 
cians, May, 1923, which was abstracted by 
the Journal of the American Medical As- 
sociation of June 30, 1923. 

Hare stated: “I want to protest against 
carrying the dosage of digitalis up to or 
near the toxic point. I think that the 
promulgation of this idea will lead to a 
great deal of error, if it is generally ac- 
cepted. Many necropsy studies have indi- 
cated that there has been excessive digitalis 
dosage. I think that it will be unsafe in 
the future to follow the lines of this very 
sweeping conclusion. In cases of ruptured 
compensation we may need one or two 
maximal doses up to the point of nausea 
and vomiting, but there are hundreds of 
cases of failing heart in which much smaller 
doses can be given with excellent result. 
One difficulty may present itself, and that is 
that sufficient distinction has not been made 
between severe ruptured compensation, in 
which compensation is suddenly broken 
down and the condition of the patient is 
grave, and that form of gradual rupture of 
compensation in which more moderate 
symptoms are recognized as a manifesta- 
tion of the condition. In the first case, 
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doses that are approximately toxic can be 
given. That is practiced by many English 
physicians. They give large doses until the 
effect is produced, and then the dose is cut 
down. In the second type, it is not neces- 
sary to give large toxic doses in order to 
give the heart a rest. Another factor must 
be borne in mind: Many physicians fail to 
recognize that digitalis is a distinctly dan- 
gerous drug in some abnormal conditions 
of the circulatory system. When there is 
partial heart block, the giving of massive 
doses may complete the heart block. I have 
seen such a patient moribund from the ad- 
ministration of very massive doses. It has 
been my practice to give from 15 to 20 
minims of a good tincture to rest the heart 
over a long period of time. The whole 
theory of administration of digitalis is the 
rest and better nutrition of the heart 
muscle. We cannot rest the heart in 
twenty-four hours. We have to continue 
the effect of a massive dose by very many 
small doses. We put a man to bed to rest 
his body, and we must also use this idea in 
resting the heart over a long period of time. 
Satisfactory results cannot be accomplished 
in any other way.” 





The Treatment of Habitual 
Constipation. 


In the Lancet of July 21, 1923, Hurst 
states that for colonic constipation a drug 
is required which stimulates the colon 
without unduly irritating it, and the dose 
employed should be one which produces a 
single formed stool each morning. In his 
experience senna is, as a rule, the most 
satisfactory, and it has the great advantage 
that the patient can accurately regulate the 
dose he takes from day to day. In a case of 
moderate severity seven senna pods should 
be tried the first evening. The number 
can then be increased or diminished accord- 
ing to the result obtained, and when the 
right dose is discovered the patient should 
make frequent attempts to reduce it by 
one pod every other night. The pods 
should be soaked in cold water for three 
hours, and the infusion should be drunk 
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either at dinner-time or on going to bed. 
Hot water extracts a griping element from 
the pods, which is absent from the cold 
infusion. If any griping still results, one 
minim of tincture of belladonna should be 
added to the infusion for each senna pod. 

Liquid paraffin passes through the ali- 
mentary canal without undergoing any 
change. It is quite inert, but as Neville 
Wood, who introduced it to the profession 
in 1899, first pointed out, it makes hard 
feces soft, and so causes their passage 
through the bowel and their final expulsion 
from the rectum to be comparatively easy. 
It is therefore valuable in dyschezia as well 
as in colonic constipation. It can be used 
in addition to any other methods of treat- 
ment; if, for example, half an ounce is 
taken after breakfast and after dinner, the 
dose of senna required in a case of colonic 
constipation is much reduced. 

In the majority of cases of habitual con- 
stipation there is a tendency for an accumu- 
lation of feces to occur. If abdominal or 
rectal examination has shown that this is 
the case, the bowels should be thoroughly 
washed out before any other treatment is 
begun. In very severe cases of colonic 
constipation a douche should be given daily 
for two or three weeks, the quantity used 
being gradually reduced from an initial in- 
jection of a pint anda half. The efficacy of 
the treatment is greatly increased by hav- 
ing the colon massaged whilst the water is 
still present in it. The fluid should be 
run in at a pressure no greater than 18 
inches, the quantity used should never 
exceed a pint and a half, and the tube 
should not be inserted more than two inches 
from the anus. The #-rays have proved 
that fluid introduced in this way always 
reaches the cecum unless organic obstruc- 
tion is present, and that a tube introduced 
more than four inches—as with the old- 
fashioned “high enema” of the so-called 
Plombiéres treatment—simply curls round 
and round in the rectum and irritates its 
mucous membrane, as it is almost impossi- 
ble for it to pass round the pelvic-rectal 
flexure into the pelvic colon. 

If reéducation alone fails to cure a case 
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of dyschezia, graduated glycerin enemas 
should be tried. The patient makes an 
effort to open his bowels each morning 
after breakfast. If he fails, an ounce of 
glycerin is injected. Should this prove 
successful, the next morning one drachm of 
the ounce is replaced by water, and on suc- 
cessive days the strength of glycerin is 
steadily reduced till eventually an ounce 
of water with no glycerin is used. By 
this time the patient is generally cured, but 
it is occasionally necessary to continue with 
the water in diminishing quantity for a few 
more days. Sometimes glycerin does not 
act satisfactorily. Graduated water enemas 
should then be substituted; if a pint is 
found to act well, the amount used should 
be reduced by one ounce every day till no 
more injections are required. 

In severe cases of colonic constipation 
massage is of the greatest value. The first 
treatment should be given after the patient 
has had an opaque meal; he lies on the +- 
ray couch under the fluorescent screen, so 
that the masseur can be shown the exact 
position of the colon, the part chiefly af- 
fected, and what manipulations are required 
to influence it. In dyschezia, and in some 
cases of colonic constipation, massage is 
very useful for improving the condition of 
the abdominal muscles. Swedish exercises 
are still more valuable. In the numerous 
cases of dyschezia, which are due to weak- 
ness of the muscles of the abdominal wall 
and pelvic floor, daily exercises for some 
weeks produce excellent results. The mus- 
cles of the pelvic floor should not be for- 
gotten, as in women who have. borne 
children weakness of the levator ani muscle 
is a very common factor in the production 
of dyschezia. The patient should be taught 
to draw in her anus, just as if she were 
trying to prevent a liquid stool from being 
evacuated; she then relaxes. This exercise 
should be repeated thirty times every morn- 
ing and evening whilst lying in bed. Not 
only does it help to cure dyschezia, but it 
quickly overcomes minor degrees of rectal 
and vaginal prolapse. 

Regular exercise in the open air is very 
beneficial. Slight constipation can often be 
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cured by inducing a man to walk a couple 
of miles on his way to business; though 
unable to open his bowels directly after 
breakfast, he will have no difficulty on 
arriving at his office. A man who is busy 
during the week should take as much exer- 
cise as possible on Saturday afternoon and 
on Sunday, and he should have adequate 
annual holidays to prevent overfatigue, both 
mental and physical; this is an important 
factor in many cases of habitual consti- 
pation. ; 

There is no surgery of habitual constipa- 
tion. Ileosigmoidostomy and partial and 
complete colectomy are—or should be— 
dead. Grave organic disease leading to 
intestinal stasis is not included under “ha- 
bitual constipation ;” it calls, of course, for 
operation. But in the absence of this, sur- 
gery is as much out of place in disorders 
of the colon as it is in functional disorders 
of the stomach. 





Iodine in the Treatment of Malaria, 
Kala-azar, and Smallpox. 

BrAcHIO, in the Indian Medical Gazette 
for July, 1923, states that the medical pro- 
fession universally believes that quinine is 
the only antidote for malaria, and it seems 
almost ludicrous to try and supplant its 
leading position, more especially with such 
a commonplace drug as iodine, which for 
generations has been regarded as a poison 
internally and an anodyne externally. In 
fact when about a year ago he mentioned 
to some of his medical friends in Calcutta 
that he was using tincture of iodine for the 
treatment of malaria, some of them looked 
at him in such a way as if to imply 
that they regarded his sanity with some 
suspicion. 

All authorities agree that nothing less 
than 20 grains of quinine per day is of any 
use in the treatment of an adult suffering 
from a malarial attack; some are in the 
habit of prescribing 10 grains three times a 
day. It is also suggested that to properly 
treat an attack of malaria the victim should 


undergo a four months’ course before he 
can be safely considered cured. Where, 
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outside the army, is such a thing possible? 
Even if a benevolent government could 
afford to provide all the quinine that is 
necessary and were to enlist an army of 
conscientious enthusiasts to distribute the 
quinine to the stricken, only about one per 
cent of the afflicted would turn out on the 
first day to receive it, and in the course of a 
week none except those who were actually 
suffering from fever would turn up at the 
distribution centers. So it is obvious that 
this expensive, prolonged and disagreeable 
method of treatment should be replaced by 
something which does not require an army 
of enthusiasts, which will be less expensive, 
and last, but not least, will be less dis- 
agreeable. 

Quinine is given in ten-grain doses three 
times a day, and a course of treatment 
should last over four months. Tincture of 
iodine has been given by him in ten-drop 
doses, three times a day, and need be con- 
tinued for about ten days only. Taking the 
dosage and time of treatment as equal for 
argument’s sake, then for the cost of every 
patient treated with quinine, thirty patients 
could be treated with iodine. 

It has been his experience that unless 
spontaneous recovery occurs, which some- 
times happens even with no quinine at all, 
an ordinary attack of malaria with a week 
or ten days’ treatment often relapses. He 
has found that an attack of fever treated 
with iodine does not relapse. Cases that 
resisted oral treatment with iodine up to 
the fourth or fifth day were given one or 
two intravenous injections of a quarter 
grain of iodine, which was sufficient to 
bring the temperature to normal and to 
keep it there. 

Quinine as a drug is positively abhorred 
by all for its taste, and dreaded by most 
for its after effects. Iodine has nothing 
objectionable in taste, nor has he ever seen 
any undesirable physiological effects follow 
on its use. 

The above results and a few others 
where the spleens were enormously en- 
larged, and where malarial parasites were 
not found, led him to try the iodine method 
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in cases of kala-azar with the happiest 
results. And though the present antimony 
method is an accepted fact in the treat- 
ment of kala-azar, he begs to submit that 
the weeks and months of monotonous 
waiting, sometimes, indeed, to no purpose, 
become wearisome and intolerable to the 
sufferer and to his friends and relations, 
who often lose heart and abandon the 
treatment long before recovery sets in. 
With this fact in view, he hastens to lay 
before the profession a résumé of his 
experience and observations in the treat- 
ment of kala-azar with iodine by the mouth 
and intravenously, with a view to losing no 
time and with the hope that some of the 
workers interested in this subject who are 
better provided with material, equipment 
and facilities will put the method to the 
test and express their verdict. 
The method is as follows. 
the following solution: 


He prepares 


Todine, grs. 6; 
Potassium iodide, grs. 6; 
Aqua destillata, oz. 1. 

Forty minims of the above solution con- 
tain half a grain of iodine. This quantity 
is injected intravenously every other day 
up to five injections, and then ten drops 
of tincture of iodine is given by mouth 
three times a day for a week. Before the 
fifth injection has been given there appears 
a marked diminution in the size of the 
spleen. Nourishing food and tonics may 
be given to complete recovery. 





The Use of the Pancreatic Extract In- 
sulin in the Treatment of Diabetes 
Mellitus. 


McCann, HANNon, and Dopp, in the 
Bulletin of the Johns Hopkins Hospital for 
July, 1923, state that the possibility of 
failure to control severe ketosis, especially 
in the face of complicating infections, 
makes it necessary to emphasize the neces- 
sity of combating ketosis by every means 
at hand. The valuable contributions to the 
knowledge of the mechanism of the 
ketogenic-antiketogenic balance of Shaffer 
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and Woodyatt should not be brushed aside 
as no longer useful. The methods in use 
in their clinic for combating ketosis have 
been described in great detail in a paper of 
their series, and a further addition to this 
armamentarium has just been described by 
the writers, regarding the therapeutic use 
of glycerol. 

It needs further emphasis that the effects 
of insulin can be quantitatively measured in 
any given case. This necessitates a careful 
balancing of a measured diet against a 
measured dose of the drug. So far, in 
their clinic no hard and fast rule of pro- 
cedure has been evolved, but each case has 
been worked out by a cautious “cut and 
try” method. One must study in each 
individual case not only what dose is 
required to enable the patient to ingest 
enough food to carry out the normal 
activities of life, but the division of doses 
and the time relationships between injec- 
tions and meals need to be worked out 
carefully in order to avoid annoying and 
probably harmful periods of hypoglycemia. 
During the early stages of treatment these 
matters need frequent readjustment, and 
for this reason and for the purpose of the 
education of the patient, treatment is best 
initiated in a hospital. 

Patients should be taught to weigh and 
prepare diets as before, and to examine the 
urine for sugar and acetone bodies. Treat- 
ment can then be carried out at home under 
the general direction of the family physi- 
cian. 

As a part of the training, a patient is 
allowed to have moderate hypoglycemia in 
‘order to acquaint him with the warning 
symptoms. He is instructed to keep 
always at hand a small amount of carbohy- 
drate to use in case of need. Orange juice 
is recommended, but cane sugar is much 
more convenient. 

In regard to dosage it has been the cus- 
tom to seek for the amount which, given 
subcutaneously, will render the urine free 
from sugar in an hour and one-half and 
cause it to remain sugar-free for from 
twelve to thirteen hours, the patient being 


on a bare maintenance diet. The first dose 
of the day is generally given an hour before 
breakfast, the second about dinner-time in 
the evening. If mild hypoglycemic reac- 
tions begin to occur, the diet is increased 
200 calories every third day until a new 
tolerance limit is reached. If the diet is 
not adequate at this time, the dose is 
increased 10 units per diem. If reactions 
continue to occur after the patient has 
reached a diet which is adequate for all 
needs, the dose is reduced until no more 
reactions occur. Many patients continue to 
take more food than they need, and in 
consequence tend to grow fat. This is felt 
to be highly undesirable. It may be over- 
come by increasing the patient’s activity, 
or reducing the diet, or both, all changes 
being made gradually. 

The psychic manifestations of hypogly- 
cemia are not discussed in this paper, 
although they make an interesting subject 
for study. There is at the present writing 
in their clinic a young man who developed 
a delirium while undergoing a simultaneous 
treatment with insulin and starvation in 
another clinic. After a railway journey of 
several hours his blood sugar was found to 
be as low as 0.070 per cent on his arrival 
at the hospital. The first treatment con- 
sisted in giving him a liberal diet, disre- 
garding the diabetes. Under this treatment 
he improved. After a time it was again 
possible to control his diet accurately and 
to keep him sugar-free with insulin. He 
is now rational, with occasional mild 
relapses. An overdose of insulin brings 
out mental symptoms, the patient being 
“blue” and depressed. A slight tuberculous 
infiltration of both upper lobes of his lungs 
has apparently become quiescent, his nutri- 
tion is excellent, and a _ troublesome 
furunculosis has disappeared. 

Economic problems have been frequently 
encountered. After leaving the hospital 
patients have been obliged to pay for the 
drug supplied by the manufacturers. It 
has been necessary in some cases to stop 
short of an ideal diet for the patient’s needs 
in order to keep the cost of the extract 
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within his ability to pay. At five cents per 
unit the cost to their patients has ranged 
from fifty cents to three dollars a day. 

It is highly important that the dangers 
of overdosing with this extremely powerful 
drug be appreciated fully. Too much cau- 
tion cannot be used, especially with regard 
to initial treatment. It is much better to 
make all changes in a diabetic patient’s life 
slowly in order to allow time for readjust- 
ment. It is not advisable to give over 10 
units as an initial injection, and then only 
when it is possible to observe the effects 
produced very closely. Carbohydrate in 
some readily utilizable form should be 
instantly available in case severe symptoms 
of hypoglycemia appear. Subsequent use 

of larger doses should be reached in easy 
. stages. 





Osteomyelitis. 


OcusNeER, in The Journal-Lancet for 
July, 1923, states that at the beginning of 
an osteomyelitis the infection is circum- 
scribed. One can always distinguish this 
from rheumatism provided one makes a 
careful physical examination and does not 
simply hear the mother say that “the child 
has a sore knee,” “the child has a pain in 
its leg,” but exposes that leg and goes over 
every portion of it. When one reaches a 
point that is especially painful, that point 
contains the primary infection. One may 
make an x-ray picture of it, but pay no 
attention to it whatever, because it will 
mislead you every time. One will always 
make the wrong diagnosis on an #-ray pic- 
ture in acute osteomyelitis until the condi- 
tion has advanced to such an extent that 
it is far beyond the point at which the 
child should be well, if one had not made 
the blunder of depending upon an 4-ray 
picture. The x-ray picture cannot show the 
presence of osteomyelitis until there has 
been destruction of bone, and at first there 
is no destruction of bone—there is a simple 
inflammation at first. 

Having determined the location of this 
inflammation one should immediately make 
drainage; the child may have come at the 
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very beginning, or the mother may have 
treated it with home remedies for some 
days, a week or longer. One may be called 
later on when there is edema on the out- 
side, when the whole leg or arm, or a por- 
tion of it, is edematous. Then the infec- 
tion has advanced beyond the circumscribed 
area, has affected the tissue underneath 
the periosteum, or it may have gone through: 
the periosteum and infected the tissues be- 
yond that, but in whatever condition the 
patient is brought, and having made a proper 
examination and paid no attention to the 
x-ray plate, it is essential to protect against 
infection those portions of the bone that 
have not yet been infected. Some people 
feel that children have not been treated 
correctly unless they have had an 4-ray 
plate made, and in those cases, of course, 
one should make an x-ray plate for his 
own records. 

How can you protect that portion of the 
bone that has not as yet been infected? 
That can be done by changing the direction 
of the lymph stream, by simply laying open 
the periosteum and the overlying tissues, 
and the lymph stream will go out into the 
dressings, instead of going along the Haver- 
sian canals, or along the marrow of the 
bone, or underneath the periosteum. No 
matter whether the child has been sick 
since yesterday or for six weeks, that is 
the first thing to do, and that is all one 
needs to do in the primary treatment of 
any cases of acute osteomyelitis. There 
was a time when the surgeon would exam- 
ine the case and cut down upon the bone 
and find infection; he would then inspect: 
the bone and determine the extent of the 
infection, and then proceed to remove as 
much of the bone as he found infected. At 
that time it was found necessary to make 
bone-grafts afterwards to replace the bone 
that had been destroyed by the osteomyeli- 
tis. In all cases of acute osteomyelitis, if 
the lymph stream is directed away from 
the original point of infection, only rela- 
tively a very small portion of the bone that 
is primarily infected will ever become 
necrotic. The. sequestrum will amount to 
only a very small portion of the entire 
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amount of the bone which was primarily in- 
fected. It is true that in very early cases 
one may occasionally find a circumscribed 
area, and if one will take a very sharp 
gouge and simply scoop out that little area 
it will remove all of the infected portion, 
and one will have almost primary healing. 
But this is only in the very earliest cases. 
However, when the infection has pro- 
gressed beyond that point, one should sim- 
ply split the overlying tissues together with 
the periosteum for a distance of an inch or 
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an inch and a half beyond the point at 
which the infection seems to be limited; 
then the lymph stream will escape through 
the wound and will carry the infectious 
material out with it. The periosteum will 
nourish the underlying bone, which will act 
precisely as a bone-graft would if one re- 
moved the bone unnecessarily and later on 
implanted a portion of the fibula, only it 
will have a much better form, be much 
more substantial, and a much more rapid 
recovery will take place. 





Surgical and Genito-Urinary Therapeutics 


Appendicitis in Children Fourteen 
Years of Age and Under. 


SPEED (American Journal of Surgery, 
May, 1923) reports on 313 patients four- 
teen years of age, or younger, who suffered 
from appendicitis. The relation existing 
between the acute and chronic onset is 7 to 
1. Colitis and enteritis, usually not accom- 
panied by blood in the stools, may precede 
or follow attacks of appendicitis or ap- 
pendicectomy. 

The postoperative diarrhea is the most 
difficult to overcome. Appendicitis goes 
hand in hand with fresh infections or in- 
fectious diseases in childhood. Six per 
cent of the patients had general peritonitis 
when first admitted, nearly 29 per cent had 
intra-abdominal abscesses, nearly 28 per 
cent presented ruptured appendices, and 
over 23 per cent gangrenous appendices. 

The author states that the count of the 
white corpuscles is of disputed value. A 
low leucocyte count was found nine times 
as frequently in unruptured appendices as 
in ruptured. Nineteen patients died; all 
had been treated by cathartics before ad- 
mission. All had a strong leucocyte reac- 
tion, viz., 15 to 35 thousand. Eighteen had 
gangrenous or ruptured appendices. Four 
of the deaths came late, following second- 
ary operations one or two months from the 
time of the first operation. Two of these 


deaths followed closure of fecal fistule 
and two followed late secondary drainage. 
Of the 19 fatalities there were eight opera- 
tions for drainage alone and eleven for ap- 
pendectomy and drainage. One death was 
attributed to ether anesthesia. 

The author speaks of the classical symp- 
toms and urges that rectal examination 
be. made. He states that castor oil is 
probably responsible for 50 per cent of all 
ruptures of the appendix, before they reach 
the surgeon’s hands. He urges that chil- 
dren under fourteen years of age attacked 
by appendicitis should be operated on at 
once. He eschews drainage when the ap- 
pendix is not ruptured. If abscess points 
into the rectum and is large it should be 
opened there. The-approach should be from 
the lateral aspect when abdominal opera- 
tion is called for. As for drainage he ad- 
vises leaving the wound wide open. The 
average incision rarely requires stitches 
when abscess is present; it never does when 
general peritonitis is present. The Miku- 
licz drain is usually used. When general 
spreading peritonitis is present do not at- 
tempt too much surgery or prolonged anes- 
thesia. Local anesthesia is advocated. The 
iliac fossa and also the pelvis should be 
drained by two long drains inserted just 
above the pubes. Put the patient in the 


Fowler position, get fluids into him. The 
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author closes his paper with the following 
general admonitions: 

Never use a cathartic as treatment for 
acute abdominal pain in children. Operate 
gently and as soon as the diagnosis of ap- 
pendicitis is made, approaching from the 
lateral aspect of the abdomen, that is, from 
the iliac crest. 

If an abscess is present drain and drain 
freely. Don’t worry about postoperative 
hernia. 

If general peritonitis is present, drain 
the appendiceal and pelvic areas gently; 
sit the patient up, and use supportive 
treatment. 

Commit no techincal errors in removing 
a slightly inflamed appendix. 





A New Type of Drain for Use in 
Anorectal Fistule. 


MontacuE (New York Medical Jour- 
nal and Medical Record, June 6, 1923) 
on the basis that the cure of fistulz depends 
largely upon their postoperative treatment, 
and in the belief that the usual packing 
with strips of gauze is not a satisfactory 
way of keeping the wound open and insur- 
ing its granulating from the bottom, sug- 
gests a fistulae drain with which he has 
had complete satisfaction. 

This consists, essentially, in a roll of ab- 
sorbent cotton a quarter of an inch in 
diameter and either four, six, or eight 
inches in length. Through the center of 
this roll is run a piece of stout tape which 
extends beyond the roll for about three 
inches. The object of the latter is to serve 
for traction when it is desired to remove 
the drain, the cotton itself becoming very 
friable when wet. These rolls may be 
saturated with whatever medication it is 
considered desirous of applying to the fis- 
tulous wound, such as balsam of Peru, 
Dakin’s solution, argyrol, and so forth. 
More medication may be conveyed in this 
manner than with the gauze drains, and 
in addition the cotton rolls give up the 
medicaments more readily. Should one 
drain be insufficient to keep the walls of 


817 


the wound apart, two or three may be used. 
The roll drains are small enough in di- 
ameter to allow three or more to be placed 
in a wound without causing so much pres- 
sure that granulation is impeded or reunion 
of the sphincteric fibers prevented. 





The Treatment of Aortic Lues with 
Salvarsan. 


MUuELLER (Urologic and Cutaneous Re- 
view, May, 1923) observes that this method 
of treatment was inaugurated by Shott- 
mueller in 1910, and that as the result of 
experience with it he considers luetic 
aortitis a completely curable disease pro- 
vided neosalvarsan treatment is correctly 
given. Even large aneurisms of the aorta 
are amenable, but the dosage should be 
large. The treatment is employed regardless 
of the state of the disease and the age of the 
patient. The beginning dosage is 0.3 to 
0.45 gramme neosalvarsan. This is con- 
tinued weekly with injections of 0.6 gramme 
of neosalvarsan until from 8 to 10 grammes 
of the neosalvarsan have been given during 
the first course. During this time there 
is also administered mercuric treatment. 
The neosalvarsan treatments are repeated 
two or three times at intervals of six to 
eight months. 

Three cases are reported, but not with 
sufficient detail to justify an opinion as to 
the merits of the treatment. To one of 
these cases small doses of the remedy had 
been given over a long period without bet- 
terment, but larger doses were promptly 
effective. 





The Diagnosis of Appendicitis. 


Drosin (New York Medical Journal and 
Medical Record, June 6, 1923) notes that 
there are many methods of examination 
now in use, and many more that have been 
temporarily regarded as entirely determina- 
tive but which have eventually fallen into 
disrepute. Among these is McBurney’s 
point. Almost all the signs and symptoms 
of appendicitis are common to many other 
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pathological conditions. This statement 
holds true for even the most important of 
these signs—localized pain and tenderness 
with or without rigidity in the right iliac 
fossa, or, to be more correct, in the region 
of the right iliac fossa. 

This sign can be produced by other 
causes, yet it remains the most reliable, 
the most important, and the most constant. 
When we can elicit this sign and exclude 
other conditions which might cause it, we 
are almost safe in our conclusion that the 
case is one of appendicitis. 

In recurrent appendicitis, however, in 
which the patients have had a number of 
typical attacks, unless some inflammatory 
condition remains or adhesions have 
formed, it is impossible to elicit pain or 
tenderness even though non-inflammatory 
pathological changes are present. Should 
some trace of inflammation remain, or ad- 
hesions form, then the characteristic local- 
ized pain, or tenderness, can be brought 
out. This may be accomplished by the fol- 
lowing methods which the author has found 
reliable in a large number of cases. They 
were corroborated by dependable previous 
histories or by operation: 

With the patient lying on the back, the 
knees either flexed or extended (both pos- 
tures should be tried), place two or three 
fingers of the examining hand on the abdo- 
men or near it, to the right of a line mid- 
way between the umbilicus and the ensi- 
form cartilage. At the end of an expira- 
tion give a sudden thrust backward. In 
very acute cases this thrust should be mod- 
erate. If inflammation or adhesions are 
present, and unless it is very low down, 
retrocecal, or adhesions are absent, the 
patients will experience a sensation at the 
seat of trouble which they variously de- 
scribe as a pull, a turn, a twist, a jar, or a 
knock. They sometimes feel a mild pain 
in the region of the appendix, but never a 
severe pain even though the case be acute. 

This procedure can be repeated but a 
few times, especially if the thrust causes 
pain or shock on the spot where the thrust 
is made. The reason for this is that the 
patient will very quickly anticipate the 


action and will voluntarily or involuntarily 
resist by holding his breath or by contract- 
ing the abdominal muscles. This sign is 
present in postoperative adhesions also. 
The result is undoubtedly obtained by the 
direct or indirect jar or pull on the cecum 
and appendix, through the colon and dis- 
turbance of its contents. It is probably 
assisted also by the reversed peristalsis 
present in the ascending colon. 

With the patient lying in the Sims posi- 
tion, on the right side, his back preferably 
toward the examiner, no pillows under the 
head, the abdominal muscles will be relaxed 
and the cecum and appendix brought up- 
ward and forward so as to come readily 
into the palpating hand. Press the tips 
or the palmar surfaces of the fingers back- 
ward, systematically covering the whole 
ileocecal region until the painful spot is 
encountered. In some patients the same 
result can be obtained in the simple lateral 
position, on the right side, with legs flexed. 

The patient lies on his back, left leg ex- 
tended and right leg flexed so that the 
thigh and abdomen will form a right angle, 
or approximately one, the thigh being sup- 
ported by the arm and elbow, two or three 
inches below the knee (behind the thigh), 
knee relaxed, and leg hanging loosely in 
the air. In this position the appendix and 
cecum are brought upward and forward, as 
well as toward the median line. The rec- 
tus muscle is relaxed, and real rigidity, if 
present, is made out. If rigidity is brought 
on by the patient’s fear, this is easily elim- 
inated. The ileocecal region and adjacent 
area can then be palpated and pathological 
conditions of the appendix or cecum can 
be defined. 

That this method of palpation and the 
Sims posture do bring the cecum and ap- 
pendix upward, forward and sometimes to 
the median line is proved by this fact: not 
only can the morbid condition be located 
with facility, but the position of the pain 
will be higher and more to the center than 
when felt in the usual posture for abdomi- 
nal examination. If in this latter (the 
usual) posture, where both legs are either 
flexed or extended, the pain can also be 
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localized, then we have further proof, by 
comparison, that these positions bring the 
cecum and appendix upward, forward, and 
to the median line. 

During a prolonged interval between an 
expiration and an inspiration the abdomen, 
as a rule, is completely relaxed. If during 
this interval pressure is applied, inde- 
pendently or in combination with the meth- 
ods outlined above, it will be found useful 
in eliciting the signs of localized pain. 
Some abdominal walls are so relaxed that 
the patient can be examined satisfactorily 
regardless of expiration. But whatever the 
degree of relaxation, more definite and ac- 
curate information may be obtained by 
bimanual and bilateral pressure—the simul- 
taneous use of both hands. The palmar 
surfaces of the fingers of each hand occupy 
a corresponding area over the abdominal 
wall, and in this way the surface of the 
involved field may be covered. As the 
pressure is even and the examination 
simultaneous, the information derived from 
this method is more trustworthy than when 
one hand is used alternately for comparison 
of each half of the abdomen. This is best 
carried out with the examiner between the 
patient’s knees or thighs. 

Bassler has pointed out that although in 
most individuals the appendix is usually 
situated at an identical point in the cecum, 
yet the cecum differs widely in situation. 
Its position varies from a rather high level 
in the iliac fossa to perhaps well over the 
brim of the pelvis, even as far as the me- 
dian line. This change represents a curve 
of practically five inches in length—the 
appendix in different individuals is situated 
anywhere between the two ends. By per- 
cussing out the limits of the cecum the 
appendix may be more readily located and 
any localized pain may then be elicited by 
the methods described. 

In this relation Lewyn contributes an ar- 
ticle on the “Value and Limitations of the 
X-ray in the Diagnosis of Chronic Appen- 
dicitis,” and concludes with the statements 
that many symptoms are common to nu- 
merous abdominal conditions. The #-ray 
is of value in their differential diagnosis, 
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and most always is capable of eliminating 
certain organs and detecting the offender. 

Obscure symptomatology may be due to 
unsuspected appendix disease discovered in 
the course of an examination of the gastro- 
intestinal tract. } 

Tenderness over the McBurney point 
does not necessarily indicate appendicitis, 
because the appendix may be remote from 
this site. Its location can be determined 
by the fluoroscope. An appendix that re- 
tains barium after the cecum has emptied 
is not necessarily diseased. Size and posi- 
tion in the absence of certain signs are of 
scarcely any significance. Left-sided ap- 
pendix can be demonstrated by no other 
method. 

Reiterating the Roentgen evidence of 
appendix involvement we have: A visual- 
ized appendix that is definitely sensitive 
to fluoroscopic palpation ; inability to visual- 
ize the organ because of obliteration of its 
lumen, together with the pressure on the 
tender cecum; persistent kinking or con- 
strictions; concretions; adhesions; reflex 
pylorospasm. 





Acute Subacromial and Subdeltoid 
Bursitis. 


Wor (American Journal of Surgery, 
Vol. XXXVII, No. 3, 1923) observes that 
the only clinical difference between the 
subacromial and subdeltoid bursitis is inci- 
dent to the location of the tenderness. In 
the one it is in front of the shoulder, and 
in the other just under the deltoid muscle 
near its insertion. 

The onset of the disease is frequently 
sudden or even fulminating. An apparently 
normal individual wakes up one morning 
with a severe pain in his arm, which rapidly 
increases in its intensity so that within a 
few hours it is almost unbearable. Sleep 
becomes impossible; the pain remains con- 
stant; even the slightest motion at the 
shoulder-joint is impossible; and a slight 
jar of the body sets up an exacerbation 
which is agonizing, so that even traveling 
in street-cars is impossible. 

Unless treated, this condition persists 
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from two to twelve weeks, during which 
the patient loses weight and strength in 
sleepless nights as from an acute infectious 
arthritis. 

In another group of these cases the onset 
is more gradual; the pain in the shoulder, 
although sharp, is remittent in the early 
stages, and almost invariably the patient 
calls it rheumatism. After a few weeks or 
even a few months the attacks of pain 
become more frequent, the free intervals 
shorter, the motion at the shoulder-joint 
becomes somewhat restricted. Later, and 
at irregular intervals, the pain becomes 
more violent and finally remains constant, 
and the picture approaches that of the 
fulminating variety, without, however, 
being so severe or having as much influence 
on the general condition of the individual. 

Too much emphasis cannot be placed 
upon the fact that heat in any form is 
strictly contraindicated, whether it be in 
the form of moist hot applications, hot- 
water bag, baking, or diathermia. Heat 
may relieve temporarily, but the pain 
shortly returns with greatly increased in- 
tensity. Heat increases the hyperemia and 
swelling, creating greater pressure and 
thus more pain. On the other hand, ice 
gives much and lasting relief. 

The quickest and most lasting result 
seems to be obtained by the combination of 
gentle, superficial massage, wet dressings, 
and large doses of salicylates. The 
massage must consist in a gentle stroke 
given with the whole hand, and not with 
the fingers, over the whole shoulder region. 
This massage is given once or twice daily, 
with a minimum of pressure, and is con- 
tinued until the pain is relieved, which 
takes usually twenty to thirty minutes. 
Until two or three such treatments have 
been administered no motion should be per- 
mitted at the shoulder-joint. Afterwards 
moderate motion is possible without pain. 
Following each massage there is applied a 
wet dressing of plain cold water, Burow’s 
(aluminum acetate) or Thiersch’s solution. 
In the very acute stages a small ice-bag 
is of value. In addition forty to sixty 
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grains of sodium salicylate can be given 
daily, although in cases in which idiosyn- 
crasy against it existed the patients recov- 
ered as rapidly without it. The salicylates 
act apparently as analgesics only. 

Subacromial bursitis being an expression 
of a distant focus of infection, it becomes 
immediately necessary to locate the primary 
etiological factor and eliminate it. Tooth 
and tonsillar disease should be removed. 
Where no other rheumatic manifestations 
occur it may not be indicated to remove 
infected teeth immediately because the con- 
dition may get well without tooth extrac- 
tion. In exacerbations, however, this action 
must be taken even at the loss of all 
diseased teeth. 





The Choice of the Method of Surgical 
Delivery at or Near Full Term. 


Peters (California State Journal of 
Medicine, June, 1923) notes that in former 
times, when surgical delivery was neces- 
sary, classic Cesarean section was the only 
recourse, but to-day there are at least five 
surgical procedures which have to be con- 
sidered in making a choice of method of 
surgical delivery, namely, vaginal hyster- 
otomy, low-incision-transperitoneal hyster- 
otomy, classic Czsarean section, Porro- 
Cesarean, and pubiotomy. 

Vaginal hysterotomy has the advantage 
of avoiding an abdominal incision, the 
danger of opening the peritoneal cavity, 
and the risk of rupture of the uterine scar 
in a subsequent pregnancy, but involves 
great danger to the child and the maternal 
soft parts. 

Classic Czsarean section affords an eas- 
ier and more rapid method of delivery than 
does the cervical hysterotomy, either supra- 
pubic or vaginal, but it entails the serious 
danger of rupture of the scar in a future 
pregnancy. No case in which the mem- 
branes are ruptured and in which there is 
known or suspected infection is suitable 
for the classic Cesarean operation. Other 
unfavorable features of this operation are 
that it is apt to permit soiling of the perito- 














neum with liquor amnii (which may be 
infected), and it is quite frequently fol- 
lowed by adhesions between the uterine 
scar and the intestines, omentum, or the 
uterine wall. Also, the rhythmic contrac- 
tions and involution of the uterus tend to 
render slack the sutures in the uterine 
wound, preventing its uninterrupted healing. 

The low-incision-transperitoneal hyster- 
otomy, in which the opening in the 
uterus is confined to the cervix and 
lower, non-contractile zone of the uterus, 
effectively isolates the area of operation 
from the peritoneal cavity, and when the 
uterine incision is closed it is covered 
with peritoneal flaps which minimize 
the danger of involvement of the peri- 
toneal cavity in case the uterine wound 
‘ is infected. The risk of rupture in future 
pregnancies is almost entirely eliminated, 
as proved by the fact that only two cases 
of rupture have been reported after exten- 
sive use of the operation. The idea that 
it is difficult to perform is probably due to 
trouble encountered in the extra-peritoneal 
operations in which the peritoneum was 
dissected intact from the bladder, instead 
of exposing the uterus through a transperi- 
toneal incision. 

The published experiences of De Lee and 
Cornell and of King demonstrate the safety 
of the low operation, even in cases exposed 
to infection by vaginal examinations, for- 
ceps applications, and rupture of mem- 
branes, as well as its comparative freedom 
from rupture and other serious sequele 
which the classic Cesarean entails. 

The Porro Cesarean is indicated in badly 
infected cases, as an emergency operation 
to control alarming hemorrhage from the 
uterus, and is often employed to avoid the 
repetition of pregnancy. 

Pubiotomy has a field of usefulness in 
certain cases of moderate contraction of 
the pelvis. 

From his own experience and the more 
extensive experience of others it appears 
to the author that there are few conditions 
in which the low-incision-transperitoneal 
hysterotomy would be preferable to the 
classic Cesarean. 
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Blood-pressure Under Novocaine- 
Adrenalin Anesthesia. 


STAHL (Surgery, Gynecology and Ob- 
stetrics, June, 1923) in summarizing an 
article by Wiemann (Deutsche Ztschr. f. 
Chir., 1922, clxx, 150) states that the pur- 
pose of the author’s investigations was to 
determine the behavior of the blood-pres- 
sure and the pulse in an _ undisturbed 
operation performed under local anesthesia. 
Novocaine-adrenalin solution was used 
partly for local infiltration and partly for 
conduction anesthesia. The pulse and 
blood-pressure (systolic pressure deter- 
mined with the Riva-Rocci apparatus) were 
recorded a few minutes previous to the 
induction of the anesthesia, and the deter- 
minations were repeated thereafter at 
intervals of two minutes. Only those cases 
were included in the study in which no 
signs of a general novocaine-adrenalin 
intoxication were observed during the 
induction of anesthesia or the operation, 
particularly symptoms on the part of the 
nervous system. The influence of psychic 
factors was minimized as much as possible 
by the administration of morphine. 

In a number of cases there were no 
marked changes in the pulse or the blood- 
pressure either during the induction of the 
anesthesia or during the operation; a fluc- 
tuation in the blood-pressure of 20 mm. 
Hg. and a change of twenty beats per 
minute in the pulse were considered insig- 
nificant. In other cases the anesthetic 
caused a considerable increase in the blood- 
pressure and, in some, a_ considerable 
reduction. In those in which an increase 
occurred the pressure rose 78 mm. in from 
two to thirty minutes after the beginning 
of the anesthesia. As a rule the rise was 
noticed first in from four to six minutes; 
occasionally a fall preceded the rise. In 
general, a rise in the blood-pressure, if it 
was produced at all by the anesthesia, 
seemed to occur within the first ten 
minutes. 

The cause of the rise in the blood-pres- 
sure should be sought in the adrenalin 
content of the fluid injected. The pressure 
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usually declined again very rapidly, the 
decrease occurring as a rule from two to 
four minutes after the highest value was 
reached; in only a few cases did the high 
value persist for twelve to fifteen minutes. 
In isolated cases the blood-pressure rose 
steplike in response to repeated injections 
of the novocaine-adrenalin solution. In 
others, further injections caused no re- 
newed increase, and in some, when the fall 
in the curve had already begun, it was not 
interrupted by other injections. On the 
whole, the blood-pressure sank after the 
initial rise only to the original value, and in 
the subsequent course of the operation 
showed only inconsequential fluctuations. 
In some cases, however, the curve was such 
that after the initial rise there was a 
decrease of the original value in many 
instances considerably below the original 
value. From the practical standpoint the 
question arises as to whether this fall in 
the blood-pressure, which frequently occurs 
before the operation is begun and reaches 
its maximum during the operation, denotes 
a dangerous condition. In the author’s 
opinion it does not, as it is not sufficient to 
cause collapse. Collapse may occur, how- 
ever, if at the time of the deep fall in the 
blood-pressure operative effects become 
active, especially hemorrhage. 

Eight cases of splanchnic anesthesia in- 
duced by the Kappis method showed no 
differences from cases of anesthesia of 
another type. 





Acute Appendicitis in Children. 


KELLEY (Illinois Medical Journal, June, 
1923) assumes that childhood extends from 
birth up to the age of ten years. He notes 
the appendix in children is relatively longer 
than in the adult and is found more down- 
ward, inward, and deeper, and is often 
accessible to rectal palpation. 

While appendicitis in patients over ten 
to twelve years does not differ in symptom- 
atology from the cases seen in adults, in 
younger children, especially infants, it is 
no doubt often overlooked. In the latter 


class we are often unable to determine the 
exact site of pain and tenderness, or even 
if these be present at all. 

Of the famous group of symptoms em- 
phasized over and over again by the late 
J. B. Murphy, pain, vomiting, tenderness, 
and rise of temperature, the second seems 
to be the most common as well as an early 
manifestation, and should arouse suspicion 
of appendicitis, especially when followed by 
tenderness and rigidity, and constipation. 
It tends to persist even when the stomach is 
empty. Constipation is not so typical a 
finding as in adult subjects, though to be 
sure it is generally encountered. On the 
other hand, diarrhea is not infrequent and 
generally signifies a less severe type. 

As just observed, localization of the pain 
in infants and young children is extremely 
difficult or impossible, as the small patients 
cry as soon as touched. Careful and re- 
peated efforts should be made to allay the 
suspicions and fears of the child and secure 
its codperation. This is especially neces- 
sary in rectal palpation, which gives a di- 
rect access to the lower abdomen, and 
should invariably be employed. 

The typical pain in the right iliac fossa 
is not apt to be prominent, and the author’s 
patients seemed to suffer intense pain gen- 
erally distributed through the abdomen. 
When the purulent focus can be palpated 
through rectum or vagina, with the hand on 
abdomen, intense pain may be established. 

Rigidity of the abdominal wall is impor- 
tant because it cannot be controlled by the 
child. 

Since children seldom are afflicted by 
gastroduodenal ulcers, or disturbances of 
the gall-bladder or bile ducts, or of the 
pancreas, or by salpingitis, it would seem 
that the diagnosis should be arrived at 
readily. But the symptoms are often ob- 
scure, while the different location of the 
appendix adds to the difficulty. 

If seen early, appendicitis—especially in 
very young subjects—is most apt to be 
confused with impaction of feces in the 
beginning of the large intestine (cecum and 
ascending colon), and with intussusception. 
The symptoms of impacted feces in the 
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cecum rather suggest colic—spasmodic pain 
with neither pain nor tenderness in the in- 
tervals. In appendicitis, however, the pain 
is constant, while deep pressure shows 
marked tenderness. 

So far as intussusception is concerned, in 
the first place it is uncommon after infancy. 
Anyway it can hardly be confounded—an 
infant or child in apparent good health is 
suddenly seized with colic-like pain; after 
straining blood and mucus are voided. The 
sausage-shaped swelling can usually be de- 
tected in mid-abdomen or on the left side; 
there is no rigidity or temperature at the 
start. Examination per rectum often af- 
fords much information as to the presence 
of a purulent focus; the apex of the intus- 
susception may be felt. Moreover, the pain 
is referred, as a rule, to the umbilicus or 
to the site of the intussusception, not to the 
right iliac fossa. There is absolute arrest 
of gas and of the fecal current; vomiting 
sets in early and soon becomes stercoraceous 
if no relief is afforded. 

Another common simulation (enterocoli- 
tis) is afforded by the sudden onset of 
vomiting with pain and diarrhea. Again, 
appendicitis occasionally is present with 
enterocolitis. 

In the beginning of acute indigestion the 
symptoms often mimic appendicitis, but 
while there is frequently a marked rise of 
temperature, other constitutional manifes- 
tations are not so prominent, and the pain 
is not so severe. 

In the every-day intestinal colic there is 
neither local tenderness nor rise of tem- 
perature, while only a short interval elapses 
before the manifestations subside. 

With the ‘so-called “periodic vomiting” 
there is no local tenderness, neither is there 
any rigidity of the muscular wall. 

Constant pain in the right iliac fossa, 
tenderness corresponding with the area of 
pain, involuntary muscular rigidity, an ac- 
celerated pulse rate, and an abnormal tem- 
perature, are pathognomonic of peritonitis 
in that region, but the appendix is not 
necessarily the starting-point. A diseased 
Meckel’s diverticulum, a Fallopian tube, a 
breaking-down lymph node in the ileoceal 
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angle, or a primarily pneumococcal-rheu- 
matic or tuberculous peritonitis starting 
in that region, may give rise to a similar 
grouping of symptoms and signs. A pre- 
cise diagnosis cannot be arrived at until 
laparotomy has been performed. 

Of the lesions elsewhere probably lobar 
pneumonia gives rise to uncertainty in most 
instances. Quite recently Adams and Ber- 
ger have considered this phase of the sub- 
ject, based on a study of children from two 
to fifteen years old admitted to the pneu- 
monia service of the Boston City Hospital. 
They have never seen appendicitis mistaken 
for pneumonia; on the other hand, the most 
common error is wrongly diagnosing lobar 
pneumonia as appendicitis. The total series 
of lobar pneumonia patients comprised 145 
cases, of which less than half (66) were 
sent in with the diagnosis of broncho or 
lobar pneumonia, while 25 were either ad- 
mitted with a diagnosis of appendicitis or 
about to be operated on for that condition 
when seen by the pneumonia service. 

The prognosis is favorable for the less 
severe examples of acute catarrhal appen- 
dicitis, but suppuration and formation of 
purulent foci are common in these young 
patients. Moreover, they have but little 
resisting power to this—and other—acute 
bacterial invasion ; and, in turn, the younger 
the patient, naturally the less the resist- 
ance. Given an early diagnosis and an 
equally early intervention, the prognosis is 
favorable. 





The Operative Risk in Cases in Which 
the Fluid in the Common Duct 
is Colorless. 


Jupp (Surgery, Gynecology and Obstet- 
rics, June, 1923) notes that the colorless 
liquid that is occasionally found in the 
obstructed hepatic ducts is termed “white 
bile.” This fluid is really a secretion of the 
mucosa, and collects in appreciable quanti- 
ties in ducts which do not communicate 
with the functioning gall-bladder. Judd 
notes that at the Mayo Clinic there were 19 
cases of white bile among 649 operations on 
the common and hepatic ducts during the 
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past few years. In nine of these the 
obstruction was due to stone in the 
common or hepatic duct, and in six to 
trauma at a previous operation; in two the 
obstruction was due to carcinoma (one of 
the pancreas and one of the ampulla) ; and 
in one it was due to pancreatitis. In one 
instance the white bile seemed a result of 
cholangitis. In every instance in which 
the gall-bladder was present, it was 
apparently functionless as a result of in- 
flammation. 

As might be expected, jaundice was a 
more or less constant manifestation. It is 
not known how quickly the contents of the 
common and hepatic ducts become color- 
less. In this series of cases the shortest 
period of continuous jaundice before opera- 
tion was two weeks; the longest period was 
one year; the average duration sixteen 
weeks. Seventeen of the 19 patients were 
intensely jaundiced at the time of operation 
and there had been no recent decrease. 

It cannot always be assumed that white 

‘bile in the ducts indicates that the liver 
has ceased to function. In only one of the 
19 cases the liver was probably not secret- 
ing bile. There are two definite reasons for 
believing that the liver does not necessarily 
cease to secrete bile: first, the elimination 
of bile in the urine would result in a 
decrease in the jaundice ; second, if the liver 
had ceased to secrete bile, it would hardly 
resume that function so readily after drain- 
age is established. It is well known to 
surgeons that if bile does not appear soon 
after the establishment of drainage of the 
common duct, in deeply jaundiced patients 
the outlook is not favorable. In two of 
Judd’s cases which did not recover there 
was only very slight drainage for a few 
days, and then it ceased entirely. 

The presence of a colorless liquid (with- 
out bile pigment) in obstructed common 
and hepatic ducts undoubtedly indicates a 
serious operative risk even with cautious 
preoperative measures and postoperative 
care, including calcium, transfusion, and so 
forth, as the mortality in this series is high. 
It is believed that while the mortality is 
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high, it probably is no higher than it would 
be in a series of cases of complete biliary 
obstruction of the same duration with green 
bile in the common and hepatic ducts. 
Cases presenting white or colorless fluid in 
the ducts are not necessarily doomed, as 
this finding does not mean that the liver is 
interfered with more than in any deeply 
jaundiced patient. The colorless fluid, or 
so-called white bile, is a product of the 
glands of the duct wall. It is secreted 
under sufficient pressure to continue to 
form, regardless of the secretion of bile 
from the liver, and it collects in the ducts 
only when the activities of the gall-bladder 
are destroyed. 





Limitations of Cesarean Section. 


MILLER (Surgery, Gynecology and Ob- 
stetrics, June, 1923) observes that the 
outstanding fact to be kept in mind in 
estimating the true value of Czsarean 
section is that the perfection of operative 
technique has been by no means the only 
important factor in reducing the mortality. 
It has been markedly reduced only in 
properly selected cases, and when due 
regard has not been paid to the complica- 
tions that may arise so insidiously in 
delayed labor, it promptly approaches a 
figure that places Cesarean section among 
the most serious abdominal operations. 
The average mortality in selected cases is 
estimated at about 2 per cent, and many 
obstetricians have. reported large series 
with no fatalities, but the records of the 
average hospital will show a mortality of 
more than 10 per cent, and superior 
operative technique cannot altogether ex- 
plain this discrepancy. The ideal results 
reported by Reynolds, Kerr, Williams, 
Hirst, and others are obtainable only when 
the operation is performed at the elective 
time on properly selected cases. The fact 


is not always appreciated that the risk 
increases hourly after the onset of labor, 
approaches 10 per cent after the second 
stage is well established, and may reach 25 
per cent in exhausted or infected cases. 














PROGRESS IN THERAPEUTICS 


Moreover, Kerr and Holland’s recent 
exhaustive study shows that the mortality 
reaches 27 per cent when forceps delivery 
has been attempted prior to the operation. 
In view of such facts it must be admitted 
that Czsarean section has its limitations, 
and these figures prove that wide experi- 
ence and judgment in the selection of cases 
are as important factors as is the operative 
technique. 

Aside from the unwarranted risk attend- 
ing the operation in improperly selected 
cases, the question of future pregnancies 
must be considered. Rupture of the 
uterine scar in subsequent labor occurs too 
often to be ignored. If it is agreed that 
only women who have had a normal con- 
valescence following abdominal delivery 
should risk a subsequent spontaneous 
delivery, about 40 per cent of our cases 
would require a repeated section. This 
fact alone prompts the conscientious 
obstetrician to urge definite indications for 
abdominal delivery. 

Contracted pelves present perhaps the 
most definite indication for the perform- 
ance of Cesarean section, but even here the 
best authorities agree that 75 per cent or 
more will deliver spontaneously if serious 
disproportion does not exist. This cannot 
be too forcibly emphasized at this time, 
when the indications for operative inter- 
ference appear to rest largely on the fact 
that there is a contraction, regardless of the 
degree. Careful pelvimetry prior to the 
onset of labor, and section if necessary at 
the elective moment, is the only wise course 
in such cases; the decision should be made 
before and not after labor has progressed 
until it is a question of performing 
Cesarean section or doing craniotomy as a 
last resort. 

Craniotomy still has its indications in 
protracted labor, and while it is repugnant 
to destroy a living child, so should an 
abdominal operation be that demands such 
a heavy toll as is usually paid in exhausted 
or infected women. Its useful, if limited, 
field must be recognized in neglected or 
infected cases, for when properly done 
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mortality rarely approaches that of Cesa- 
rean section in similar instances. 

It was hoped that extraperitoneal section 
would solve the difficulties encountered in 
neglected and infected cases, but while the 
mortality has been somewhat reduced, the 
results are not what had been anticipated. 
Section combined with hysterectomy prob- 
ably gives the best results under the cir- 
cumstances, but it is a frightful price for a 
young primipara to pay on the supposition 
that she may develop a serious infection. 

The treatment of placenta previa by 
Czesarean section has not been so satisfac- 
tory as to warrant its present frequent 
performance. Capable obstetricians such 
as Blacker, Hitschmann, and Williams 
report a mortality of less than 3 per cent 
by established methods other than section, 
and in view of the fact that the fetal 
mortality will be high in any event, owing 
to prematurity and the complications 
incident to low placental implantation, 
abdominal section should be reserved for 
the exceptional case and should not be the 
routine treatment of election. 

Perhaps the greatest abuse of the Czsa- 
rean operation has been in the treatment of 
eclampsia. Many surgeons still advocate 
it almost as a routine treatment, in face 
of the fact that the maternal and fetal 
mortality is still above 30 per cent, and that 
competent obstetricians are reporting 
results by palliative measures never equaled 
by the advocates of abdominal delivery. Its 
occasional employment in eclampsia is 
amply justified, but its routine application 
is a sad commentary in the light of avail- 
able statistics. 

When we read of the employment of 
Cesarean section for various malpresenta- 
tions—in Holland’s recent review its em- 
ployment for impacted shoulder produced a 
maternal and fetal mortality of 50 per cent 
—hydramnios, hydrocephalus, primary 
uterine inertia, asthma, varicose veins, and 
epilepsy, a just estimate of its wide-spread 
abuse can be formed. Miller has no idea 
of condemning the operation when it is 
indicated and properly performed. He has 
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presented the subject merely to point out 
the need of a campaign of education to 
correct the impression of its safety, to 
define more clearly the indications and 
complications, and to attempt to standardize 
a useful operation which is being indis- 
criminately employed without a proper 
knowledge of fundamental obstetric prin- 
ciples. 





Laminectomy in the Paraplegias of 
Pott’s Disease. 


SHARPE (American Journal of Surgery, 
June, 1923) in discussing this subject 
observes that as a rule the diagnosis of 
spinal caries with involvement of the nerve 
structures is not a matter of great difficulty. 
It has usually been known well in advance 
of the appearance of cord symptoms that 
the patient has Pott’s disease, and he prob- 
ably is under treatment at the time of their 
appearance. Even in untreated cases, and 
in those in which the cord symptoms 
rapidly follow the onset of the bone tuber- 
culosis, the patient’s history, perhaps the 
presence of tuberculosis elsewhere in the 
body, the spinal deformity, or, if this is 
absent, tenderness of a certain vertebra, 
and above all, employment of the x-rays, 
combine to present a picture that is usually 
readily recognizable. 

If the disease begins insidiously and 
involves the nerve structures early, spinal 
caries may be confused with cord tumor. 
The absence of bone deformity in tumor 
and the use of the x-rays usually settle the 
matter. 

Nerve root or cord involvement, when it 
occurs in the course of the disease, is 
brought about in several ways. Actual 
compression by bone is not common. The 
spinal canal is quite roomy, and destruction 
of bone is usually a gradual affair, so that 
the cord has time to accommodate itself to 
the moderate angulation that follows. 

Occasionally, due to meningeal irritation, 
there will occur in the portion of the cord 
adjacent to the tuberculous process a con- 
dition of edema of the cord fibers. This 
may give rise to faint signs of mild cord 
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impairment, such as root pains and slight 
muscular weakness. This cord edema 
tends to disappear as the disease process in 
the bone improves, but if it is present over 
a period of several months there may 
result inflammation and secondary degen- 
eration of some cord fibers, presenting a 
picture of partial transverse myelitis. If the 
meningeal irritation has been _ severe, 
adhesions may form with a localized collec- 
tion of fluid (circumscribed serous menin- 
gitis) which, once established, tends like 
any encapsulated condition within the dura 
to persist in some degree unless relieved by 
surgical measures. 

The cord can be involved in still another 
way. The disease process may set up an 
obliterative arteritis in the vessels of the 
cord, causing secondary degeneration or 
softening of the nerve fibers, a limited 
myelomalacia. It is rare for the disease 
process to directly attack the cord—that is, 
to set up a tuberculous process in the cord 
itself. The signs of cord impairment due 
to secondary degeneration or to a myelitis 
are gradual in onset and slow in develop- 
ment, but do not disappear when the disease 
process in the bone is cured. 

If in the course of spinal caries signs of 
nerve involvement appear, the patient 
should be put to bed with the spine hyper- 
extended on a convex stretcher frame of 
the Whitman type. The patient should be 
examined at intervals by a neurologist to 
determine the exact degree of paralysis 
present, for these findings will determine in 
part the future treatment. While it is often 
difficult to determine the cause of the cord 
involvement there are several signs that 
are helpful in arriving at a decision. If 
there is marked angulation of the spinal 
column with collapse of two or more 
vertebrz, and the development of the cord 
symptoms has been gradual, the condition 
is probably one of angulation of the cord 
and compression by bone. It is unusual to 
have a complete paraplegia as a result of 
compression by bone. 

If the cord signs develop rapidly and the 
paralysis is marked or complete, the condi- 
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tion is probably that of cord compression 
by “abscess’—caseous material in the 
spinal canal. Abscess formation is by far 
the most common cause of cord compres- 
sion. 

Signs of cord impairment due to pachy- 
meningitis or obliterative arteritis cannot 
be distinguished one from the other, or 
indeed often from those due to compres- 
sion by bone or by abscess formation, except 
for the fact that the former do not clear up 
under treatment. Fortunately these two 
conditions are of rather infrequent occur- 
rence. 

Pachymeningitis is believed by many to 
be the most frequent cause of the para- 
plegias occurring in Pott’s disease, This 
. belief is based on the result of autopsies, 
a majority of these disclosing a pachymen- 
ingitis and fibrosis of the cord substance. 
From this it is argued that laminectomy 
holds but little promise of benefit. But 
practically all of these autopsies are per- 
formed several years after the onset of the 
paralysis. Very few of these patients die 
as a direct result of the paralysis; they 
usually live for several years, finally suc- 
cumbing to intercurrent maladies. An 
autopsy several years after cord in- 
volvement had occurred, with continued 
interference with cord function, as for 
example by bone compression, will naturally 
disclose a condition of old pachymeningitis 
and cord fibrosis. The fact that 90 per 
cent of the paraplegias will recover when 
treated by recumbency and hyperextension 
is alone sufficient to offset the belief that 
pachymeningitis is the chief cause of the 
paralysis. 

Whitbeck estimates that in 90 per cent of 
patients with cord impairment the paralysis, 
if treated from its first appearance by 
recumbency and hyperextension on a proper 
frame, will wholly or almost wholly disap- 
pear. The length of time required for the 
disappearance of the paralysis depends on 
the condition causing the compression and 
upon the institution of prompt and proper 
treatment. In abscess formation, improve- 
ment of the paralysis will begin as soon as 
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the abscess breaks out of the canal or 
begins to be absorbed. If recumbency and 
hyperextension have been employed on the 
first appearance of the paralysis, improve- 
ment will begin by the second or third 
month. In conditions of severe compres- 
sion of the cord, several more months may 


. be required for complete recovery, but there 


is always some improvement found by the 
third or fourth month even in the cases of 
longer duration. 

The paralysis should begin to show some 
improvement, even though slight, by the 
third or fourth month. This applies to 
cases that have been treated by recumbency 
and hyperextension from the first appear- 
ance of the paralysis. In patients with 
paralysis who have been untreated or 
improperly treated, the time of expected 
improvement should date from the applica- 
tion of proper treatment—that is, three or 
four months following recumbency and 
hyperextension on a convex stretcher 
frame. If there are no signs of improve- 
ment in the paralysis at five months, it is 
evident that we are dealing with a condi- 
tion that may require treatment other than 
hyperextension. In a properly treated case, 
if there has been no improvement in the 
paralysis within six to ten months, lami- 
nectomy should be considered. 

Contrary to the belief of some, a lami- 
nectomy in Pott’s disease is not more 
formidable or dangerous than in other 
spinal conditions requiring operation. The 
disease is nearly always confined to the 
vertebral bodies, and an exploratory or 
decompressive laminectomy does not dis- 
turb or invade this region. 

The author thus summarizes his paper: 
Involvement of the cord occurs in 5 to 8 per 
cent of patients having tuberculosis of the 
spine. Ninety per cent of the cases of cord 
impairment with paralysis will be wholly or 
almost wholly cured, if treated by recum- 
bency and hyperextension of the spine on a 
convex stretcher frame. This treatment 
must frequently be carried out over a 
period of many months to remove the 
paralysis, but some signs of improvement 
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should be present at the fourth month, 
certainly at the sixth to tenth month, if the 
treatment is to prove successful. 

Abscess is by far the most frequent cause 
of cord compression, and by far yields the 
best results with hyperextension. Com- 
pression by bone is second in order of 
frequency, and usually yields good results 
with hyperextension. The ten per cent of 
paralyses persisting with this treatment are 
due to continued bone compression, con- 
strictions in the dura, pachymeningitis, and 
obliterative arteritis. 

If there is no improvement in the 
paralysis in from six to ten months lami- 
nectomy should be considered. Naturally, 
one’s decision as to operation will be 
influenced by the patient’s general condition 
and the extent and severity of the paralysis. 
Compression by bone, detritus in the canal, 
constrictions of the dura, can be relieved by 
laminectomy. Lesions within the dura will 
not secure much if any relief from opera- 
tion as the dura should not be opened if 
the disease process is still active. If the 
paralysis persists when the spinal caries is 
cured, the cord can be explored by a second 
operation. If then the condition is found 
to be adhesions within the dura or a collec- 
tion of fluid, much good may result. Severe 
pachymeningitis or myelomalacia resulting 
from an obliterative arteritis will not be 
helped. 





Prostatectomy from the Standpoint of 
the General Practitioner. 
La Rose (Minnesota Medicine, June, 
1923) reports a series of fifty consecutive 


cases of prostatectomy. There were three | 


deaths occurring within a few hours of 
operation, and one patient died of pneu- 
monia at the end of about a month. The 
replies from 39 questionnaires report seven 
deaths, all some years after operation, from 
causes other than those connected with the 
prostate. All the patients admit that they 
can urinate freely and easily and feel 
themselves cured. The author believes that 
earlier operation will reduce the mortality 
and shorten convalescence. He states that 
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the responsibility of the general practitioner 
lies in the realization of the insidious onset 
of this disease; that frequency and failing 
stream may exist for a period of years in 
the majority of cases; and that it is esti- 
mated that from 12 to 25 per cent of these 
cases become malignant. The practitioner 


_must recognize the importance of a careful 


investigation of the prostate as a routine 
in the general examination of all men over 
forty. By so doing a larger percentage of 
these patients wili be discovered early 
enough to give them a safe operation, easier 
and shorter convalescence, and permanent 
relief. 





One Thousand Cases of Obstetrics as 
Seen by a Country Practitioner. 


KuHLMANN (Minnesota Medicine, July, 
1923) reports 1000 cases of confinement. 
But four cases were delivered by forceps. 
The second forceps case developed com- 
plete rectal tear. Two cases of eclampsia 
were reported; both recovered. Three 
cases of placenta previa. In two instances 
the leg of the child was broken, but healing 
was prompt. There was one case of rup- 
tured uterus, resulting in a fatality. This 
woman was given full doses of pituitrin. 
There was one fatal case of postpartum 
hemorrhage. There were two deaths from 
puerperal sepsis, both occurring during the 
influenza period. There were eight pair of 
twins, and two children were lost ; one case 
of triplets; one monster; three cases of 
intrauterine death; three cases of meningo- 
cele; in one family, three children died of 
icterus the first week after birth. The 
author gives the following routine: 

Preparatory: Wash up. Sterilize gloves 
and scissors. Wash vulva with a lysol or 
iodine solution. Clip off abundance of pubic 
hair. Wash again with a lysol solution. 
Make a vaginal examination with sterile 
gloves, then an external abdominal exam- 
ination. Order a light meal for the patient 
and cheer her up. Prepare bed with news- 
papers. Keep all trouble away from pa- 


tient; and if there is any prepare for it in 
a quiet, orderly manner. 
Wait for pains. 


Third Stage: Do not 
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hurry. Have ergot, gloves and pituitrin 
ready. In some cases the author keeps the 
hand over the uterus to watch contraction. 
If pains come, he instructs patient to press 
down, aiding with mild pressure of his 
hand above, and mild traction with the 
other hand on the cord. Ergot—clean up— 
and quiet patient. Light diet. Bowel 
movement the second or third day. Keep 
in bed nine days. 

To be sterile and clean is the first essen- 
tial in obstetrics. Vaginal examination 
implies sterilized gloves. 

Watchful waiting (patience and good 
judgment) is the second essential. Al- 
though country practitioners would like to 
have better facilities, to have the patient 
- in the hospital instead of in the home, this 
will remain an economic problem. Natur- 
ally, most of the women want to stay at 
home because the home is their kingdom 


and the average family cannot afford the 
hospital fees. 





Known Factors in the Causation of 
Neoplasms. 


GayLorp (International Journal of Sur- 
gery, June, 1923) defines a neoplasm as an 
unlimited atypical proliferation of cells. 
The basic factor lies in the stimulation of 
the growth potentiality of the cell. Appar- 
ently there are numerous agents which have 
the power to institute this stimulation. 

The typically normal stimulus is exem- 
plified by the fertilization of the matured 
ovum by a spermatozo6én, but biologists 
have shown that this can be brought about 
atypically ; for instance, Boveri has demon- 
strated that it is possible to fertilize a 
portion of the cytoplasm (devoid of any 
nuclear material) of the sea-urchin’s egg 
with the sperm; also Loeb has succeeded 
in fertilizing the ovum by chemical means 
without the sperm. Adult frogs have been 
developed by mechanical stimulation of the 
eggs. We thus see that chemical and 
mechanical factors have the power to 
stimulate unlimited growth. 

It is probable that division occurs as the 
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result of increase in size; the area of a cell 
increases as the square of the diameter, 
while the volume increases as the cube. 
Thus in excessive enlargement of the cell 
the central portion would suffer from want 
of nutritive material, and it would also 
become difficult for the nucleus to exert 
its trophic influence at the periphery ; there- 
fore, division establishes a more favorable 
nucleocytoplasmic relationship. 

There are four types of cells which may 
give rise to neoplasms, viz.: previously 
normal adult cells; embryonic cells; benign 
tumor cells; immature cells. Of these four 
groups, the great majority of malignant 
neoplasms arise from previously normal 
cells. These may be divided into two 
groups. 

Those that are normally proliferating 
cells; for example, the basal cells which 
are found on the surfaces covered by strati- 
fied squamous epithelium, i.e., skin and 
mucous membranes. 

Those that are functionating cells and 
have little tendency to proliferation; these 
constitute the cellular portion of secreting 
glands. 

Embryonic cells give origin to the major- 
ity of benign tumors. Benign tumor cells 
occasionally give rise to malignant neo- 
plasms, but probably not as frequently as 
we were formerly led to believe. The most 
marked example of this type is the 
frequency of malignant change in the 
papillary pigmented nevus; also it is esti- 
mated that about 2 per cent of fibroids 
undergo malignant change. 

With the exception of lymphosarcoma 
and traumatic osteogenetic sarcoma, the 
great majority of sarcomata arise from 
immature cells. 

There is no known example of a specific 
parasite causing malignant disease in 
humans, although there have been a host 
of investigators who have claimed to have 
isolated some kind of an organism from 
malignant tumors, but none of these claims 
has stood the test of subsequent investiga- 
tion. 

The best known example of a specific 
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agent in the causation of malignant new 
growth is the chicken sarcoma of Peyton- 
Rous. This is a spindle-cell sarcoma which 
can be propagated by means of injecting 
into another fowl the cell-free filtrate, 
obtained by passing the ground-up tumor 
through a porcelain filter. 

The sarcoma produced in this manner is 
a new growth of the cells of the host, and 
is not a simple growth of cells injected, as 
occurs in the ordinary transplantation of 
tumors. Thus, some agent which passes 
the filter has the power to produce a 
neoplasm in the animal injected. 

Kopsch, an anatomist of Berlin, while 
working on the development of tadpoles, 
which he fed on earthworms, was surprised 
one morning to find them all dead. Upon 
histological examination, he found the 
presence of embryonic nematodes in the 
mucosa of the stomach. The life history 
of this nematode shows that the adult worm 
has its habitat in moist earth while the 
embryonic stage is in the earthworm. 
Kopsch obtained infested earthworms, and 
by feeding these to young frogs, succeeded 
in obtaining tumors in the stomach and 
liver of these animals. 

The most recent and successful produc- 
tion of experimental tumors by means of 
parasites was accomplished by Bullock and 
Curtis. These investigators fed to young 
rats the ova of a tapeworm, tinea crassi- 
collis, which has its adult form in the cat, 
while the cysticercus occurs in rats and 
mice. They were able to produce sarcoma 
of the liver in these young rats in nearly 50 
per cent of the cases that became infected. 
As in the case with Febiger, the presence 
of the parasite apparently produces in the 
cells of the host a permanent biological 
change, whereby the cells take on the 
property of unlimited growth, for they were 
able to reproduce the tumor indefinitely by 
means of transplantation into other rats. 

A clinical example of the production of 
tumor growth by the presence of a parasite 
occurs in bilharzia disease. Natives of 
Egypt become infected with a worm, 
distoma hematobium, which has its habitat 
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in the larger veins, especially those of the 
pelvis. The ova are deposited in the 
mucosa of the bladder and colon. The 
presence of the ova very frequently gives 
rise to a chronic cystitis. 

Epithelioma of the bladder occurs so 
much more frequently in natives harboring 
these parasites than in those free from 
them that the presence of the hematobium 
is commonly regarded as the etiological 
factor. There is some doubt, however, as 
to whether the tumor is the actual result 
of the presence of the ova or a sequel of 
the chronic cystitis. 

The frequency of epitheliomatous change 
in tuberculous and syphilitic ulcers may 
also be included in this category. 

The réle of chemicals in the production 
of malignant new growths has been shown 
both experimentally and clinically. 

Fisher has produced histological epithe- 
lioma by injecting scharlach R., a fat dye, 
into the skin of the rabbit’s ear. Appar- 
ently this substance only causes a temporary 
proliferative capacity of the cells, for when 
the dyestuff disappears the cells cease 
growing, and those that have proliferated 
undergo retrogressive changes, with sub- 
sequent disappearance. 

A more definite result has been obtained 
by Yamagiwa, who has succeeded in pro- 
ducing malignant neoplasms by the use of 
coal tar. By painting an area on the skin 
of rats or rabbits each day for a more or 
less extended period, he has succeeded in 
producing epithelioma in about 25 per cent 
of the animals thus treated. Some of these 
tumors produced in this manner have given 
rise to metastatic growths. Here we have 
another example of the permanent change 
in the growth capacity of the affected cells. 

Among the clinically occurring neo- 
plasms as the result of chemical influences 
may be included the epitheliomata of the 
tongue and mouth in the betel-nut chewers, 
the aniline workers’ cancer of the bladder, 
and the epitheliomata of the skin that occur 
in paraffin workers. 

In India it is a common practice among 
certain natives, both men and women, to 
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chew the betel-nut wrapped in the leaves 
of the betel-pepper. Epithelioma of the 
tongue and mouth is frequent in individuals 
who make this a practice, and contrary to 
the statistics in European countries where 
this habit does not occur, cancer in this 
location is as frequent in the women as in 
the men. 

Epithelioma of the bladder occurs more 
frequently and at an earlier period of life 
in individuals who have worked in aniline 
factories than in any other industry. 

The influence of heat is best exemplified 
by the so-called Kangri stove epithelioma, 
which occurs in natives of India who live 
in the Himalaya mountains. These natives 
wear a stove made out of clay in which 
* they burn charcoal, and which lies upon 
the abdomen, suspended in a willow basket 
hung around the neck. The heat causes 
burns, and a certain number of wearers 
develop epithelioma of the skin of the 
abdomen where these little stoves rest. In 
no other part of the world is this location 
a common seat of epithelioma. 

Another instance of the effect of chronic 
burns is seen in a certain province of Spain, 
where it is the habit of the men to stick 
their cigarette, by wetting the paper, to 
their lower lip. 

The effect of actinic rays is not so well 
defined, but it is a well-known fact that 
farmers and those exposed to the sun are 
more often affected with cancer of the face 
and hands than others. 

Experimentally it has been shown that 
insufficient dosage of #-rays and radium 
will stimulate malignant cells to increased 
growth activity, and epithelioma has been 
produced both clinically and experimentally 
by long-continued application of x-rays. 

While it is not conceivable in the light of 
our present knowledge that cancer per se 
can be inherited, still we cannot overlook 
the fact that there are in the United States 
several strains of inbred mice, the female 
offspring of which will develop cancer of 
the breast in a large percentage of the cases. 
Up to the present no one has been able to 
discover a definite extrinsic factor in the 
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occurrence of these neoplasms in mice, 
although much work along these lines has 
been done, but such a factor exists and will 
no doubt be found after further research. 





Ischiorectal Abscess. 


LocKHART-MuMMERY (Proceedings of 
the Royal Society of Medicine, June, 1923) 
thus describes his method of treating 
ischiorectal abscess: 

The abscess is opened with a knife by a 
crucial incision in the usual way and the 
pus allowed to flow out. The skin covering 
forming the outer wall of the abscess is 


then completely cut away so as to leave a © ; 


large opening of an inch or more in 
diameter, the interior of the abscess being 
left entirely alone and untouched. A large 
flat dressing of moist antiseptic gauze is 
applied all over the parts and covered with 
a protective, so as to keep it moist and pre- 
vent it sticking to the edges of the wound 
and interfering with drainage. The pad 
should be large enough to absorb all the 
discharge for at least twelve hours. The 
patient should be nursed lying on his back 
as much as possible, so that the pressure is 
toward the opening in the abscess. When 
the dressing is changed it will be found 
that the abscess cavity has completely van- 
ished, and that there is only a flat shallow 
ulcer, which may take ten days or a fort- 
night to heal, but does not result in a fistula 
once in twenty times. The author has seen 
surprisingly large ischiorectal abscesses, 
containing nearly a pint of pus, heal when 
drained in this manner without any fistula 
resulting. 

The advantages of this method of drain- 
ing an abscess are: That it is supremely 
simple; that it is not in the least painful, 
once the opening is made; and that healing 
is very rapid and is not followed by a 
residual abscess or fistula. It might be 
thought that very bad scarring would 
result, but this is not the case, the ensuing 
scar being quite flat and surprisingly small. 
It is essential that the opening should be 
amply large. 














Reviews 


ENpbocrINE Diseases. Including Their Diagnosis 
and Treatment. By Wilhelm Falta. Trans- 
lated and Edited by Milton K. Meyers, with 
a foreword by Sir Archibald E. Garrod, Regius 
Professor of Medicine, Oxford. Third edition, 
with supplementary notes by the Editor. Co- 
piously illustrated. P. Blakiston Son & Com- 
pany, Philadelphia, 1923. Price $8.50. 

The first and second editions of this book 
appeared under the title of “Ductless Glan- 
dular Diseases.” The present edition makes 
an exceedingly handsome volume, printed, 
as it is, in beautiful type on special paper, 
and most copiously illustrated both with 
pictures of patients suffering from endo- 
crine disorders and with the appearance of 
endocrine glands when examined micro- 
scopically and macroscopically. At times 
scattered through the book there are copi- 
ous bibliographical references to what may 
be called the standard literature of the sub- 
ject. As the Editor well points out, an 
enormous amount of literature on endo- 
crinology has appeared since the last edition 
was published, and this has required a 
careful sifting of both the American and 
foreign literature so as to incorporate the 
best in the text. The author has, however, 
been careful to include only what he be- 
lieves to be of permanent value. 

It is impossible for any one to write 
upon this subject who is not endowed with 
a certain amount of enthusiasm for it, but 
Falta, the original author, may be consid- 
ered a conservative enthusiast. 

As the book consists of nearly 700 pages, 
there is ample space for a very thorough 
consideration of the entire topic, so that 
in the early pages we have historical state- 
ments followed by chapters upon Diseases 
of the Thyroid Gland; Diseases of the 
Parathyroids and the Thymus; Diseases of 
the Hypophysis and Epiphysis; the Supra- 
renals, the Lymphatics, the Gonads; and a 
chapter entitled “Pluriglandular Diseases.” 
In Chapter XIII there is a discussion of 
the “Islands of Langerhans in their Rela- 
tion to Diabetes Mellitus.” The text in 
this chapter, however, evidently was pre- 
pared too early to include references to the 
researches on insulin. With this single 


exception, which is unavoidable, the book 
may be considered to have been brought 
thoroughly up to date. Prepared with no 
commercial object in view, its purchaser 
may feel assured that in its pages he will 
find practically everything that is worth 
saying on this important and very live 
branch of medicine. 


PRACTICAL ORGANOTHERAPY. The Internal Secre- 
tions in General Practice. By Henry R. Har- 
rower, M.D. Third edition. The Harrower 
Laboratory, Glendale, California, 1922. 

Dr. Harrower is known far and wide 
as an enthusiastic believer in endocrine 
therapy. That along certain lines the ad- 
ministration of extracts of glands of inter- 
nal secretion produces powerful therapeutic 
effects cannot be denied. There is a very 
large body of the profession who still remain 
doubtful as to the value of administering 
mixtures of various glands. The present 
volume not only represents Dr. Harrower’s 
views as to how these glands can be utilized 
in the treatment of disease, but mentions 
the products which he prepares for admin- 
istration by his professional colleagues to 
patients. 


THE INTERNATIONAL Ciinic. A Quarterly of Il- 
lustrated Clinical Lectures and Prepared Ar- 
ticles. Volume II. The J. B. Lippincott 
Company, Philadelphia, 1923. 

This publication has been before the pro- 
fession so many years that many of our 
readers are familiar with it. The current 
issue contains four articles in its opening 
pages upon the use of insulin in the treat- 
ment of diabetes. Under the division of 
Medical Diagnosis and Treatment, we find 
an article upon “The Diagnosis and Treat- 
ment of Allergic Diseases” by Leeuwen, of 
Leyden, Holland; another upon “The Clin- 
ical Value of Electrocardiography,” by John 
Miller Wilson; still another entitled “Blood 
Transfusion Made Easy,” by Charles Good- 
man; and a fourth upon “The Continuous 
Bath and the Infective Psychoses,” by Dr. 
Hubbard of Washington. James Burnet of 
Edinburgh contributes an article upon 
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“Chorea, with Special Reference to Its 
Diagnosis and Treatment.” In the Depart- 
ment of Surgery there is an article upon 
“Rectal Surgery under Local Anesthesia,” 
by Dr. Charles J. Drueck of Chicago; an- 
other upon “Tuberculosis of the Kidney,” 
by Dr. Eisendrath of the same city; and 
still another on “A Case of Double Vagina, 
Double Uterus, and Double Douglas’s 
Pouch,” by Dr. Addinell Hewson of Phila- 
delphia. 


PHyYSIO-THERAPY TECHNIQUE. A Manual of Ap- 
plied Physics. By C. M. Sampson. Freely illus- 
trated. The C. V. Moseby Company, St. Louis, 
1923. Price $6.50. 

The author of this book was formerly in 
the Physio-Therapy Service at the Walter 
Reed Army Hospital in Washington, and 
at several other hospitals where physio- 
therapy was carried out for the benefit of 
the veterans of the World War. The text 
is divided into 28 chapters, beginning with 
a discussion of the absolute necessity for 
proper technique in the use of all measures 
connected with physical treatment, and then 
discussing these measures under the aid of 
heat, chemistry, mechanical appliances, and 
electricity. Other chapters discuss the use 
of high-frequency currents, diathermia, 
auto-condensation, static nodalities, light 
therapy. In Chapter IX, we find that the 
text has been prepared by Dr. Charles F. 
Stokes and his son John, who deal with 
the technique of selective electronization. 
There are other chapters upon galvanism, 
faradism, massage, hydrotherapy, and then 
several chapters are devoted to specific 
conditions, for example arthritis, ataxia, 
diseases of the genito-urinary organs, hay- 
fever, etc. Chapter XXV bears the curious 
title “Trouble Shooting,” which, an exam- 
ination shows, deals with mechanical or 
other difficulties which may arise in the 
handling of physical apparatus. 

Toward the close of the book there is a 
chapter adapting physio-therapy to private 
practice and general hospitals. 

Manifestly the book covers a very wide 
field and the author has had so large an 
experience that he speaks with authority. 
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PuysicaAL Exercises FoR INVALIDS AND CONVA- 
LESCENTS. By Edward H. Ochsner, B.S., M.D. 
Second edition. The C. V. Moseby Co., St. 
Leuis. Price 75 cents. 

This tiny volume contains 56 pages, 42 
of which are devoted to outline drawings 
of the postures to be taken and maintained 
in what may be called “setting-up exer- 
cises.” At the foot of each page in large 
type the number of times that a given 
movement is to be carried out is stated, and 
in smaller type verbal directions are given 
to elucidate the picture which is superim- 
posed. There can be no doubt of the value 
of such exercises, the more so as they do 
not require the use of any apparatus. The 
great difficulty is to make patients con- 
sistently resort to them. Such persons are 
prone to take the exercises too violently 
the first few days and then stop them 
altogether. This little book, however, has 
the great advantage that the patient can 
see at a glance exactly what he is to do 
without devoting time to a general consid- 
eration of the individual muscles which are 
involved, and any one wishing his patient 
to improve his health and strength by 
voluntary movements cannot do better than 
recommend it. 


PracticaL Dietetics. With Reference to the Use 
of Diet in Disease. By Alida Frances Pattee. 
Fourteenth edition, completely revised. A. F. 
Pattee, Mt. Vernon, N. Y., 1923. Price $2.60. 
We are told by the publisher, who — 

apparently also is the author, that no less 

than 238,000 copies of this book have been 
sold. It has-been revised almost annually 
since it first appeared in 1903. The reason 
for its success is that the author has not 
only written on her subject in a practical 
way, but has called to her aid medical men 
who have been able to materially aid her 
in the preparation of text which would be 
useful to physicians and nurses. Thus, diet 
for diseases of the stomach is written upon 
by Dr. Einhorn of New York, and Dr. Holt 
of the same city and Dr. Stahl of Phila- 
delphia are among those who have loaned 
her their professional skill. We can highly 
recommend this work to medical men who 
wish to place a book on dietetics in the 
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hands of a patient, or who wish to get 
something essentially practical for them- 
selves. 


MeEpIcAL CLINICS oF NorTH AMERICA. July, 1923. 
W. B. Saunders Company, Philadelphia. 
This is Volume VII, No. 1, of the 

Medical Clinics of North America, the 

so-called Mayo Clinic number, and deals 

with an interesting series of subjects, as, 
for example, Insulin and the Dietary 

Measures to be used in Conjunction There- 

with. It also contains reports upon 

Kymographic Studies upon various Patho- 

logical Conditions of the Stomach, upon 

Intermittent Duodenal Obstruction in 

Children, and on Jaundice in Surgical 

Cholecystitis Without Stone; there is also 

a paper upon Salivary Urea and the 

Mercury Combining Power of Saliva, 

which is called a new and simple index of 

renal insufficiency; another paper deals 
with The Treatment of Three Cases of 

Chronic Addison’s Disease, and still another 

upon Three Cases of Chronic Ulcerative 

Colitis Cured by Iodine. 


INDIAN THERAPEUTICS. By Dr. D. V. Sandu. D. 

K. Sandu, Bombay, India. 

This is a paper-bound book of a little 
over 100 pages, the design of which is to 
present to East Indian practitioners a 
therapeutic index for the utilizing of the 
drugs which such practitioners think of 
value. In one respect it is somewhat 
like a therapeutic index in the back pages 
of a large work devoted to this subject; 
that is to say, the name of the East 
Indian drug is given, and then two or 
three lines are devoted to the conditions 
in which such a drug is supposed to 
be useful. After this is done a compara- 
tively few pages contain text in which the 
information is reversed; that is to say, the 
disease is placed in heavy type and the drug 
which is useful for its relief then follows. 
Last of all a considerable number of pages 
are devoted to formule, or prescriptions, 
in which these drugs are combined to aid 
one another in producing effects. 

We doubt whether American practition- 


ers will find much of value in this text. As 
an interesting statement of Indian medical 
practice untouched by western methods, it 
will be turned to with interest and amuse- 
ment. The author’s intent in preparing his 
text in English was to create interest in 
what he calls Aryan medical science. He 
evidently belongs to that body which 
regrets British power and western ways. 


ProcressivE Mepicine. A Quarterly Digest of 
Advances, Discoveries and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., LL.D., assisted by L. F. 
Appleman, M.D.; September, 1923. Lea & Feb- 
iger, Philadelphia, 1923. 

The September issue of Progressive 
Medicine is made up of five contributions. 
One by Dr. Edward P. Davis, who reviews 
the literature on obstetrics during the past 
twelve months. Dr. Davis, a practical 
obstetrician and teacher in the Jefferson 
Medical College, has been skilful in 
abstracting from the literature those sub- 
jects which are of the greatest interest to 
the general practitioner. His communica- 
tion is followed by one written by Dr. O. 
H. P. Pepper on Diseases of the Heart and 
Blood Vessels, which covers fifty pages. 
Here again, as a practical clinician, Dr. 
Pepper has extracted from the literature of 
his topic what he believes to be the best for 
his readers. The third article, upon Dis- 
eases of the Bronchi, Lungs and Pleura, is 
written by Dr. H. R. M. Landis, whose 
well-known book upon these subjects is a 
guarantee of his ability to deal with the 
matter at issue. “The fourth article, on 
Dermatology and Syphilis, by Jay F. 
Schamberg, M.D., is written by one who 
is a master of his theme and whose clinical 
and experimental investigations in these 
subjects highly qualify him to deal with 
them. Last of all, Dr. William G. Spiller 
abstracts the literature which is of value 
upon Diseases of the Nervous System, and 
those who know Dr. Spiller’s work and the 
thoroughness with which he pursues it will 
recognize in the printed page the same 
devotion to accuracy and clearness of 
expression with which they are familiar at 
the bedside. 
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MepIcaL Ciinics or NortH AMERICA. September, 

1923. W. B. Saunders Company, Philadelphia. 
VII, No. 2, of the Medical 
Clinics of North America is denominated 
the Chicago Number, because all the con- 
tributors live in that city. 


Volume 


It makes a 
volume of 627 pages and deals with almost 
every subject which can be considered 
medical in distinction from surgical. 

Possibly the articles which will prove 
most interesting to the general practitioner 
will be one by Dr. Abt on “The Nature and 
Treatment of Collapse in Infancy and 
Childhood ;”’ another by Dr. Grulee on 
“The Care Feeding of Premature 
Infants;” then ,we have an article by 
Strouse and Daly which discusses “The 
Relationship which should Exist Between 
‘the Internists and Surgeon in that Condi- 
tion which is Called Surgical Abdomen ;” 
then, too, there is an article by Dr. Bassoe 
which consists of “A Report of 200 cases 
of Epilepsy Seen in Private Practice ;” Dr. 
Byfield has a clinic upon “Medical Emer- 
gencies ;” and Dr. Greenhill one upon “The 
Value of the X-ray in Obstetrics.” 


and 


GirtH Controt. By Henry T. Finck. Harper & 
Brother, of New York and London, 1923. 
This is a book which bears not only the 

title “Girth Control,” but adds the words 
“For Womanly Beauty, Manly Strength, 
Health, and a Long Life for Everybody,” 
and, further, the paper cover announces 
that it describes a new method of reducing 
weight which calls for no self-denial, but 
allows you to eat anything and as much as 
you please, while enjoying your meals far 
more than before. 

It is obvious, therefore, to any medical 
man that this book is prepared more for 
the lay reader than for those who know 
more about physiology. It is divided into 
twenty-one chapters, some of which may be 
noted, as, for example, one is entitled 
“Short Cuts to Slimness;” another “Burn- 
ing up the Blubber;” a third “Your Worst 
Enemy, Sugar ;” another entitled “Monkey 
Food for Over-weights,’ with subtitles 
which need not be mentioned but which are 
equally unusual. 
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The book opens by telling one to turn to 
Chapter XIX, where he will find simple 
menus to start with if he is in a hurry, 
whereas if you are under-weight, begin 
with Chapter XX and then read the other 
ten chapters. A subhead under Chapter 
XX is “Pigs Teach Us Nothing.” 

Doubtless many of the laity will devour 
the contents of this volume, but how many 
medical men will wish to recommend it to 
their patients is a question to which we 
think the answer would be interesting. 


THE INTERNATIONAL MeEpiIcaAL ANNUAL. A Year- 
Book of Treatment and Practitioners’ Index. 
William Wood & Company, 1923. 

This is the forty-first year that the Medi- 
cal Annual has appeared, it being edited in 
England and published also in this country. 
Its contributors, therefore, are almost en- 
tirely British, but we find that Dr. J. Ram- 
say Hunt of New York, Dr. Loring T. 
Swaim of Boston, Dr. E. Wyllis Andrews 
of Chicago, and Perrison and Pollet of 
Paris, also contribute articles. Amongst 
the noteworthy English contributors we find 
Sir Leonard Rogers, Lockhart-Mummery, 
and Robert Hutchison. At the close of 
each important abstract a bibliography of 
the subject is appended. 


A Nursery Guide ror MoTHERS AND Nurses. By 

Louis W. Sauer, M.A., M.D. Illustrated. The 

C. V. Moseby Company, St. Louis, 1923. 

Dr. Sauer writes as the Senior Attend- 
ing Pediatrician of the Evanston, Illinois, 
Hospital. He provides text covering 163 
pages with an appendix containing blank 
weight charts and spaces for memoranda. 
Naturally a very large part of the volume 
deals with the various formule which 
should be used for children at different 
ages. The earlier part of the book deals 
with the duties of the mother and the nurse 
to the young infant, both as to the per- 
sonal function of each and the method of 
attending to ventilation and cleanliness. It 
possesses one value which should not be 
overlooked, namely, that unlike some other 
volumes dealing with this subject it care- 
fully avoids telling so much that the nurse 
or mother finally believes that she knows it 
all when in reality she knows very little. 
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In other words, the physician may recom- 
mend it to mothers and nurses without the 
fear that a little knowledge may prove a 
dangerous thing. To express it differently, 
it is safe and practical. 


Heattuy Lire. A Contribution to the Growing 
Boy Problem. By Edwin W. Hirsch, M.D. 
With a foreword by Bernard C. Roloff and an 
introduction by L. A. Stone, M.D. The Solar 
Press, Chicago, 1923. 

This is a small brochure of 24 pages de- 
signed by the author to combat venereal in- 
fection by informing youth of the dangers 
thereof, and by explaining the physiological 
principles involved in connection with cer- 
tain endocrines. The pages represent a 
letter which is supposed to have been sent 
to a boy at the request of his father. 

We have repeatedly pointed out that it 
is almost impossible to write a book with 
success which is a mixture of medicine with 
statements that are fit for the laity. It 
may be that this letter-book will do much 
good. The very flippancy of its phrasing, 
which tends to arouse opposition in the 
medical mind, may be the very quality 
which fits it to carry out the task which 
the author has attempted. 


PAPERS FROM THE Mayo FounDaATION FOR MEDICAL 
EpucATION AND RESEARCH. Volume II, 1921- 
1922. W. B. Saunders Company, Philadelphia, 
1923. 

In the preface we are told by the Publi- 
cation Committee, in whose hands the 
getting together of these papers has 
been placed, that the favorable reception 
accorded to the first volume of such papers 
warrants the publication of a _ second 
volume, and that it is believed that these 
studies are of wide general interest. Nearly 
all the papers were originally in the form of 
theses by graduate medical students of the 
University of Minnesota in partial fulfil- 
ment of the requirements for the degree of 
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Master of Science or Doctor of Philosophy, 
with a few other papers by graduate 
medical students, and some on medical 
education by members of the medical 
faculty. 

There is a very large list of contributors, 
whose names cover no less than four pages. 
The book is divided into eleven parts, or 
chapters, the first dealing with the alimen- 
tary canal, the last with the technique of 
making certain examinations and carrying 
out certain lines of treatment. Papers 
upon the Blood and Circulatory Organs; 
the Brain, Cord, and Nerves; General 
Bacteriology; Organic and Physiological 
Chemistry, are found between the covers. 

The book is printed in excellent type, well 
leaded, and altogether a creditable produc- 
tion from the standpoint of medicine as it 
is seen at the bedside, and medical science 
as it is practiced in the laboratory. 


THE Surcicat Ciinics or NortH AMERICA. Vol- 
ume III, No. 4. Chicago Number. W. B. 
Saunders Company, Philadelphia and London, 
1923. 

There are few surgeons who do not find 
in these Clinics something of value which 
bears directly on their own experience. In 
the August number is set forth with more 
than usual clarity types of cases of univer- 
sal interest. The contributors number the 
leading practitioners of Chicago, nor do 
their papers show—as is sometimes the 
case—the hasty preparation of a not care- 
fully supervised assistant. 

Among the many contributors, Kretsch- 
mer offers a well-illustrated article on 
Pyelography. Carl Beck deals with Gastric 
and Duodenal Ulcers with Special Refer- 
ence to Local Anesthesia in Operations. 
Strauss writes on Ulcerative Colitis and its 
Surgical Treatment. Emil G. Beck has an 
illuminating paper on Tuberculous Lymph- 
adenitis. 


age 














